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SULPHARSAN 


brand 
Sulpharsphenamine 
for intramuscular injection 


Prepared and tested in accordance with the Therapeu‘’c Sub- 
stances Regulations 193! under U.K. Manufacturing Licence No. [8 


SULPHARSAN is a sodium salt of a methylenesulphurous 
acid derivative of 3 : 3’-diamino-4 : 4’-dihydroxyarseno- 
benzene. It consists mainly ofa sodium salt of 3: 3’- 
diamino - 4 : 4’ - dihy droxyarsenobenzene - NNN‘ - tri- 
methylene-sulphurous acid and is a light yellow, free- 
flowing powder, 

SULPHARSAN dissolves easily and completely in water, 
giving a solution nearly neutral in reaction. Such a 
solution causes no pain on injection and Is well tolerated. 
It is unnecessary, therefore, to use special solvents for 
Sulpharsan. ; 


Disappearance of spirochaetes within 48 hours and id 
miro healing of the lesions follow the use of this 
uct. 


Each batch is clinically tested before issue. 


Approved by the Minister of Health for the purposes of the Public 
Health oma Disease) Regulations, 1916 


Issued in ampoules of 0.15 : 0.3 : O45 3: 0.6 grm. 





MEDICAL EVANS PRooucrs CT 
Made In England by 
EVANS SONS LESCHER & WEBB LTD. 











The treatment of 
asthma resolves itself 
into a consideration 
of underlying factors 
and ‘causes. Often 
_ In ASTHMA the under- 
lying cause is not 
discoverable or eng 2 from time to time—now 
irritant dusts, now bacterial infection, etc. The 
a factor is fortunately always the same— 
bron m 

Thus sometimes causative agents can be removed 
or mitigated but always the underlying factor— 

¢ n be treated, successfully, with 
FELSOL. 


Most cases of Asthma are chronic and demand 
patience in treatment—persistence with FELSOL will 
yield the highest possible percentage of successes, 
NO MORPHIA . .-. . NO NARCOTICS 

Phenazone 0.47 lodpyrine 0.03 
Antipyrine. Aceto-salicylas 0.40 
oom 0.10 


. Viscum Album 0.01 
Ext. Brachycladii 0.01 


Physicians’ samples and litera- 
ture willingly sent on request 


British Feisol Company Ltd., 206/212 St. John St., London, £.C.! 
Telephone : Clerkenwell 5862 Telegrams : Felsol, Smith, London : 
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not advertised to the Public, and can be 
prescribed with every confidence. 


in the treatment of 


COLDS - ACUTE OR CHRONIC RHINITIS « CATARRH 
SINUSITIS » ASTHMA « HAY FEVER - CONJUNCTIVITIS 


The combination into a stable solution of Silver 
Vitellin and natural laevorotatory Ephedrine—a powerful 
and lasting congestion-relieving agent—in normal saline 


makes Argotone the ideal treatment for 
nasal affections and their complications. /4 
ARGOTONE is an ethical preparation ™ 


Medical samples available on request : 


ARGOTONE 


NASAL & EYE DROPS 
A stabilised 11% . 
wee ees % Ephedrine 0.9% 


RONA LABORATORIES LIMITED, 159, FINCHLEY ROAD, LONDON, N.W.3 | 
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TESTICULAR BIOPSY IS THE-ONLY 
PRIOR CRITERION OF REVERSIBILITY 
IN CASES OF OLIGOSPERMIA AND 
AZOOSPERMIA. 





- Of 127 infertile men with low 
negative sperm counts: 


79 had lesions conceivably produced 
by gonadotrophic deficiency, hence — 
worth treating with this hormone. On 
avery MILD dosage, 400 i.u. thrice weekly, 
12 got a total sperm count of at least 
200 million ; 22 got an increase of several . 
million. A number of the remainder 
showed growth of germinal epithelium 
with maturation of “ae cell forms . 
only, HENCE DESERVING OF MORE 
INTENSIVE THERAPY. ‘S 


Am. J. Med. Sci., 207, 519 (April, 1944). 


A consulting-room technique for testicular biopsy is; = 
detailed in J. Mental Science, 90, 631 (July, 1944). 
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IMBALANCE OF VITAMIN 


B FACTORS 


PYRIDOXINE DEFICIENCY CAUSED BY ADDITIONS OF ANEURIN AND CHALK 


BY 


MARION B. RICHARDS, M.A., D.Sc. 
(From the Rowett Research Institute, Aberdeen) 


the clinical literature during recent years there have been 
merous indications of a certain interrelationship or antago- 
n between various factors of the vitamin B complex. 
Pellagrins, after treatment with nicotinic acid, often show signs 
af be iberi or of ariboflavinosis (Spies, Vilter, and Ashe, 1939 ; 
Sebrell and Butler, 1938, 1939; Sydenstricker et al., 1940). 
here are recorded instances also of converse antagonisms. 
hus Biche] and Meulengracht (1941) report a case of pellagra 
sing after treatment of the Plummer-Vinson syndrome with 
fboflavin (i.e., vitamin B,); and Salvesen (1940), Brandstrup 
1940), and Lehmann and Nielsen (1939) all found signs of 
agra in patients who had been given large injections of 
itamin B,. There is little doubt that in many of these cases 
he deficiencies in the diet were multiple, and it is assumed that 
yecessful treatment of the predominant deficiency with a single 
ctor of the B complex showed up other deficiencies which 
ud previously been masked. At the same time there is the 
psibility, in some cases at least, that secondary deficiencies 
e induced by the excessive dosing with one particular 
tor of the B complex, and that the unbalanced proportions 
of the different factors gave rise to a deficiency which was not 
resent under the original conditions. Spies, Vilter, and Ashe 
939) made the significant remark, without apparently realizing 
possible implications, that in pellagrins treated with nicotinic 
wid and continuing on their usual diets, the associated defi- 
encies (i.e., of B, and riboflavin) often became worse. 
Qne or two attempts have been made, but without much 
becess, to induce symptoms of deficiency of one B factor by 
cessive dosing with another. Klopp, Abels, and Rhoads 
43) found a transitory increase in urinary excretion of ribo- 
vin in some patients after administration of thiamine (i.e., 
i), but could not induce either clinical or chemical evidence 
tiboflavin deficiency in. these individuals even when large 
hounts of thiamine were given daily for 73 days. Unna and 
(1942) could find no evidence of adverse effects on the 
owth of rats following administration of excess of individual 
lamins in the presence of deficiencies of other vitamins of 
B complex. 
Effect of Overloading with B, 


Recent experiments on rats in this Institute, however, have 
bduced clear-cut.evidence of the adverse effects that may be 
ised by a disturbance of the balance of the vitamin B fac- 
Ss in the diet, and have shown that overloading with one 
iponent, B,, can produce a definite deficiency of another 
mponent, B,. The experiments were designed to follow up 
‘Series of which the results were reported a year ago. In 
udies of the influence of the dietary factor on reproduction 
Md lactation the results showed the beneficial effects on the 
reeding performance of rats of additions of chalk, dried. yeast, 
milk to a poor human diet (Richards, 1943). On the other 
id, addition of pure vitamin B,, as aneurin, seemed to have 
‘finitely harmful effect, as the weaning weights of the young 

Were low and the mothers were in very poor condition 
« fearing their litters. It was therefore suggested that 


caution must be exercised in the addition of vitamin B, to 
a poor diet, and the present experiments were planned to 
investigate this point more closely. Using a synthetic diet* 
as basal ration in place of the human dietary of the earlier 
experiments, vitamin B, (as aneurin) was given at 3 levels— 
low, medium, and high—and these 3 levels were repeated in 
3 additional groups which received also a supplement of chalk. 


In the growth tests, which lasted from weaning till the rats 
were mated at about 115 days of age, the chalk group at each 
level of B, intake showed a higher weight increase than the 
corresponding group without chalk, but these differences were 
not great. The groups receiving high B,, both with and with- 
out added chalk, were somewhat lower in weight than the 
corresponding groups on medium B,, but there was no notice- 
able difference between the animals in their general condition. 
Thus the growth tests, like those of Unna and Clark (1942), 
gave no very marked evidence of untoward effects arising from 
the variations in the diet. It is generally recognized, however, 
that a diet which may be reasonably adequate for growth, and 
even for reproduction, may not be adequate for successful 
lactation, and the lactation test in these experiments, even when 
the diet was improved by milk supplements, revealed differences 
between the groups which had been quite unsuspected from the 
growth test and the reproduction records. In certain cases 
the litters failed completely to survive to weaning; in others 
a few members of the litter survived, but were much below 
normal weight and in very poor condition; while in some 
instances litters which were nearly normal in weight and 
apparently quite healthy suddenly showed the convulsive fits 
which enabled their condition to be diagnosed as pyrid- 
oxine (i.e., B,) deficiency. Chick, El Sadr, and Worden (1940) 





* The synthetic diet was planned to be approximately equal in 
caloric value and Ca content to the original poor human diet, which 
contained a large proportion of white bread. It consisted of: white 
flour (untreated with chalk or aneurin) 1,020 g., commercial casein 
400 g., dried brewers’ yeast 32 g., salt mixture (McCollum 185) 
33.3 g., margarine 180 g., radiostoleum (containing 1 g. a-tocopherol 
acetate in 50 c.cm.) 2 ¢.cm., KI 0.00616 g., and MnSO,.4H,O 0.0616 g. 
In the groups which received extra calcium, chalk was added in 
the proportion officially recommended in making “ fortified ’ white 
bread. A small amount of aneurin was added to the basal diet to 


- make the B, content equal to that of the original basal group in 


the human dietary experiments. In the groups with “‘ medium” 
aneurin, the amount added was equivalent to the- difference in B, 
content between white and national wheatmeal flour, and to the 
“high ”-aneurin groups 10 times this amount of B, was given. 
There were thus 6 groups in the experiment: 
I. Basal + low B, .. II. Basal + medium B, .. III. Basal + high B, 
IV. As I + chalk . V. As Il + chalk . VI. As THI + chalk 


The Ca intake for Groups I, II, and III worked out at approximately 
0.33 g. per 1,000 Cal., and for Groups IV, V, and VI at 0.81 g. per 
1,000 Cal. The B, intake for Groups I and IV was approximately 
198 i.u,, for Groups II and V 554 i.u., and for Groups III and VI 
3756 iu. per 1,000 Cal. The B,, KI, and Mn supplements were 
added as dilute solutions daily to the liquid used in making up the 
ration, which was fed as a stiff. paste. In the breeding tests, milk 
supplements were added to the diet—10 -and 20 c.cm. per head 
respectively to half of each group in the first test, and 20 c.cm. per 
head in the second test 4395 
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reported the occurrence of fits of an epileptiform nature in 
rats maintained for long periods on a diet deficient in vitamin 
B,. The seizures were characterized by byperexcitability and 
circular running, tonic-clonic convulsions, and a comatose 
recovery period. Still more apposite, from our point of view, 
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accompanied by loud cries and convulsive seizures,” and 
symptoms could be prevented or cured by pyridoxine supp 
Patton, Karn, and Longenecker (1944), who studie 
the incidence of sound-induced seizures, also recently reportel 
the occurrence of spontaneous convulsions in young rats suckle 
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Cuart I.—Showin 
litters. 


weight of the litter. 


; . aa8 nae 





l At the left of each graph is the number of the doe. 
is the number of young reared. At the right of each graph, unbracketed, is the average weaning 
+ indicates the death of a rat. 


x 


were the findings of Daniel, Kline, and Tolle (1942), who 
reported similar seizures in young rats while being nursed by 
mothers on pyridoxine-deficient diets,"the symptoms appearing 
suddenly towards the end of the lactation period. The syn- 
drome was “characterized by frantic running about the cagé, 


average weight in grammes per rat from birth to weaning for individual 
At the right of each graph, in brackets, 


indicates the occurrence of fits. 


departure from normal. 


- with low B,+chalk. The lactati 
performances of 4 of the grouips are summarized in Cha 
which shows the average weight curves of the individual litt 
from birth, and indicates the occurrence of convulsions. Grou 
II and IV are not included, as the weight curves showed lif 


by mothers maintained from paj 
turition on pyridoxine-free diets, 
These descriptions fitted 
exactly the symptoms observed ; 
our- young rats that there seeme 


to be little doubt that we. wer 


dealing with a conditioned pyr 
doxine deficiency, since the oni 
variables in the diet were th 
vitamin B, and chalk. Compa 
son of the groups showed that th 
lactation performance deteriorate 
as the level of B, increased, an 
that conditions were made wo 
by the addition of chalk. At ead 
level of B, the group receivin 
chalk was worse than the corr 
sponding group without chal 
Thus the best group was Group I 
the basal group with low B, an 
no added chalk. The litters wer 
approximately normal in_ the 
weight curves, whether the 
supplement was 10 or 20 c.cm 
and convulsions were not observe 
in any of the litters. The won 
group was Group VI, with ext 
chalk and high B,. In this gro 
10 c.cm. milk was quite inadequat 
to ensure successful lactation, onl 
one litter surviving to weanin 
stage. In the section of this grou 
receiving 20 c.cm. milk, 5 litten 
reached weaning stage, with a 
proximately average weaning 
weight, but 6 of the 7 litters in th 
group showed the typical con 
sions. In Group V, which ha 


extra chalk with medium B,, !@ 


c.cm of milk again proved i 
sufficient, although the perfor 
mance was better than in the high 
B,+chalk group .with 10° co 
milk. Representatives of 6 litter 
reached weaning stage, but the 
were many deaths during lactatie 
and the few survivors were lowi 
weight and in poor condition. 
vulsions were not observed in 
which were very puny and sickly 
With 20 c.cm. of milk the lactati 
performance was again much i 
proved. Deaths during lactati 
were reduced to zero, and wean 
weights were approximately m 
mal, but the characteristic f 
were observed in 3 litters. Gr 
Ill, with high B, and no add 
chalk, was about equal in pf 
formance to. Group V, 
medium B,+chalk, and mo 
better than the group with 
B,+chalk. One instance of © 
vulsions was observed in Gre 
II, with medium B, and no cha 
and two instances in Group 
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The breeding test was repeated, to obtain confirmation of 
these results and to test whether the onset of convulsions in 
the worst groups could be prevented by giving the does a 
supplement of pyridoxine from parturition. This supplement 
was given to half the does in Groups III, V, and VI. All 
rats in this test received a supplement of 20 c.cm. milk, since 
the 10-c.cm. supplement had proved insufficient in certain 
groups to bring the young to weaning and convulsions seemed 
to occur more readily when the young rats were fairly normal 
in weight. Chart Il gives the results for Group VI, receiving 
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Cuart II.—The weight graphs in the upper half represent litters 
from does which received a daily supplement of 40) pyridoxine 
from parturition. The graphs in the lower half represent litters 
from does which received no pyridoxine. ‘‘ Stock” indicates 
that the doe was a stock rat placed on the experimental diet 
two weeks before mating. 


high B, + chalk, from which it will be seen that the previous 
findings are amply confirmed. Seven out of eight litters showed 
the characteristic convulsive fits, several of them having 
tepeated attacks. Although fits were not actually observed in 


the eighth litter, it seemed probable that they may have 


occurred (possibly overnight) when no observer was present, 
for it was noted that the general condition of the young in 
this litter at weaning was very similar to that of another litter 
in the group in which fits had been observed day after day. 
Moreover, the weaning weights of the young in these two litters 
Were’ practically identical—38.3 and 37.8 g> 

Pyridoxine Supplement.—Seven does in this group were given 
a pyridoxine supplement of 40 microgrammes daily from par- 
turition, and none of their litters showed convulsive fits. The 
young progressed quite normally, and the average weaning 
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equal to that with high B, and no chalk. 
groups 2 litters showed fits, and again not a single fit was 


















: weight was 49.7 g., as against 41.9 g. in the section of the group 


hich received no pyridoxine supplement. In this experiment 
Iso the group with medium B,+chalk was approximately 
In each of these 


Dbserved in litters the mothers of which received pyridoxine 


supplementation. 





It may be noted that a slight difference is observable through 


all the groups in this test when compared with the correspond- 


ng groups in the previous breeding test. Fresh supplies of 


Hour, casein, and dried yeast had to be used in the repeat 


periment, and it is unlikely that the new supplies would agree 
Xactly with the old in their contents of all the B factors. A 








#ccrease in the B, content of the basal ration, or an increase 





in the B, content, or both, would tend to minimize the lack 
of balance of the B constituents, and the findings of the second 
test are consistent with such a difference in the basal ration. 
The lack of balance is somewhat less than in the first test, 
so that the occurrence of fits in any one group is less pro- 
nounced than in the same group of the previous experiment. 
Thus in Group III (high B, with no chalk) only 2 litters showed 
fits, although 5 litters were affected in the previous test, and 
no instance of fits was noted in the second test in either 
Group II or Group IV. But the worst groups come in the 
same order as before, and the fits were entirely prevented in 
all groups when pyridoxine was given. 


Comment 


It seems abundantly clear, therefore, that pyridoxine defi- 
ciency was the cause of the symptoms observed, that this 
deficiency was induced by excess of vitamin B, and by excess 
of chalk, and that the effect was enhanced when both vitamin B, 
and chalk were present in excess. Patton and colleagues (1944), 
who used two pyridoxine-deficient diets in their experiments, 
One containing much higher amounts of thiamine, riboflavin, 
and pantothenic acid than the other, found fewer spontaneous 
seizures in litters from mothers receiving the smaller amounts 
of the B vitamins. This is in accordance with our findings in 
regard to B,. 

While it is a deficiency of B, that has become primarily 
obvious in our experiments, it seems likely that deficiencies of 
other B factors may also have been induced by the excess of 
B,. It happens that pyridoxine deficiency produces this spec- 
tacular effect in the young rats, and thus can be very readily 
recognized when other deficiencies may be overlooked. As 
a matter of fact, skin lesions, which developed during the 
mating and lactation periods in practically all the females of 
Groups V and VI, indicated the presence of some deficiency 
other than that of pyridoxine. The lesions of the extremities 
which are said to be characteristic of pyridoxine deficiency did 
not appear, but there was loss of hair on parts of the body, 
which might possibly be indicative of a B, deficiency, and 
numerous body sores. The bald patches occurred mainly on 
the forehead and round the ears, and in some cases the under 
side of the body was practically denuded of hair. The body 
sores took the form of isolated septic spots, with loss of sur- 
rounding hair. Gyérgy (1934) and ‘others (e.g., Chick et al., 
* 1935) have shown that if the diet of rats is deficient in both 
B, and pyridoxine the florid dermatitis specific for B, deficiency 
does not become evident until B, is supplied. The amount of 
dried yeast in the diet was intentionally kept at a somewhat 


_ low level, to avoid masking any adverse effects of the addi- 


tions of vitamin B,. It is thus possible that the supply of B, 
was suboptimal, and liable to be converted to a definite defi- 
ciency by excess of B,, just as happened with pyridoxine. 
The high dose of vitamin B, given in our experiments is, 
of course, far in excess of the amount likely to be found in 
any ordinary human diet, and the amount of pyridoxine in an 
ordinary mixed diet will probably be such that there is little 
risk of a deficiency being induced by the amount of B, present. 
Danger may lie, however, in the present-day tendency to 
prescribe vitamin B, somewhat indiscriminately, as a dietary 
adjunct and to give large doses of B, orally or by injection 
in the treatment of various diseases. It is precisely in such 
cases, in which the patient is probably on invalid diet that 
is liable to be unbalanced, that a large excess of B, may entail 
unexpected and dangerous results. In the case described by 
Brendstrup, for example, the patient, a chronic dyspeptic 
treated with ulcer diet, was given large injections of vitamin B,, 
totalling 220,000 i.u. in 3 weeks. When signs of pellagra 
developed, treatment with a preparation containing the entire 
B complex permitted recovery. Apart from the development 
of pellagra, untoward symptoms of various kinds have been 
recorded after dosing with vitamin B,. Steinberg (1938), who 
treated cases of chronic arthritis with large doses of vitamin B,, 
records that in a few patients vitamin B, therapy caused 
“typical lesions of herpes zoster,” irritation of the peripheral 
nerve plates, and spasm of smooth muscle. The pain and 
irritation ceased when* B, therapy was withdrawn. Leitner 
(1943) also describes two cases in: which injection of pure 
*vitamin B, over long periods produced unfavourable effects. 
In one case the symptoms resembled those of thyroid over- 
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dosage, and included insomnia, headache, giddiness, and pal- 
pitation. It may well be, in view of our results, that such 
untoward effects are evidence of some vitamin deficiency 
induced by the large excess of the single vitamin. 

Little is known as yet regarding human requirements of 
pyridoxine, but some results recorded by Spies, Bean, and Ashe 
(1939). are of interest. They found that 4 patients who had 
been treated successfully for pellagra and beriberi, but who 
remained on their deficient diets, complained of such symp- 
toms as extreme nervousness, insomnia, irritability, abdominal 
pain, weakness, and difficulty in walking. All the symptoms 
disappeared within 24 hours .of an injection of 50 mg. of 
pyridoxine. Later, Spies, Ladisch, and Bean (1940), studying 
the urinary excretion of B, in human subjects, found indica- 
tions of B, deficiency in patients suffering from other clinical 
deficiency diseases. It is thus evident that pyridoxine deficiency 
can arise in man under certain circumstances. 

It is becoming increasingly recognized that in the treatment 
of pellagrins with nicotinic acid it is essential to provide other 
members of the B complex and to prescribe a liberal and well- 
balanced diet. Our experiments would suggest the necessity 
for adopting a similar procedure for other B factors, and in 
particular, when B, therapy is indicated, for supplying the 
whole B complex instead of the single vitamin: It was suggested 
in the previous paper (Richards, 1943) that the improvements 
effected in a poor human diet by means of such simple supple- 
ments as inorganic calcium, milk, and dried yeast provided a 
useful pointer for the post-war feeding of the starved popu- 
lations in Europe. The present results emphasize the need 
for caution in any attempt to improve the diet of these popula- 
tions by indiscriminate addition of large supplements of single 
synthetic B vitamins. 
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DUCT PAPILLOMATA 
A PLEA FOR 


OF THE BREAST 
CONSERVATIVE TREATMENT 
BY : 
CECIL P. G. WAKELEY, C.B., D.Sc., F.R.C.S. 
Temporary Surgeon Rear-Admiral to H.M. Fleet; Senior Surgeon, 
~~ College Hospital and West End Hospital for Nervous 


iseases; Consulting Surgeon to the Maudsley Hospital 
and to the Royal Navy 


There is too great a tendency to-day to regard duct papillomata 
of the breast as malignant or potentially malignant, and there- 
fore requiring amputation of the breast. To my mind it shows 
a lack of thought, of experience, and of a thorough examina- 
tion of every breast removed, when such opinions are held. 
Local amputation of the breast is an easy operation, and it 
is wishful thinking to say that because a young woman has a 
blood-stained discharge from the nipple the breast should be 
removed owing to the possibility of cancer supervening. It is 
quite true that a blood-stained discharge from the nipple may 
be caused by carcinoma, chronic cystic mastitis, or papilloma: 
it is the responsibility of the surgeon to make a differential 
diagnosis of these three conditions. 


Duct papillomat& are nearly always found in the hiener ducts,’ 


and are therefore situated beneath the nipple or the areola, 
The majority of these tumours are single, but in some cases 














multiple papillary growths are to be found in the ducts, 


common single papilloma often has a stalk, and some pathg a 
logists have termed them “single-stalk” papillomata. The intr 
always occur beneath the nipple, and frequently cause bleed Ma 
ing from it. hos 

It is difficult to be dogmatic about the common age whet 10 
symptoms develop, but it can be said that duct papillomat§ one 
are uncommon before the age of 25, although I have removed disc 
one from the breast of a girl aged 20. A small proportion bec 
of patients have papillomatous growths elsewhere, the comé of : 
monest site being the skin. of ¢ 

The clinical course of these cases is interesting, as the papillof 1 
mata grow very slowly and may continue for rauny yearg§ are 
The haemorrhagic discharge from the nipple is intermittent, ang§_ ger) 


may be serous with no sign of blood. At times a small fumed “fo 
may be felt in the region of the nipple. This swelling may} cat 
be tense or soft, and may entirely disappear after a discharge case 
of blood-stained fluid from the nipple. for 
In many cases the thickened duct can be felt by carefull 
palpation ; quite often it is situated under the areola, and pres: 
sure on it will cause a haemorrhagic discharge from the nipple 
There is no sign of any hardness or infiltration, such as woul 
be felt if a carcinomatous condition had supervened on th 
papilloma. 
ae Treatment 
Every case must be examined carefully and at definite inter 
vals until it is certain that a dilated duct can be felt. Whe 
this is established a local excision of the dilated duct, with 
the papilloma, can be undertaken (see Fig.). An incision j 














Diagrammatic drawing of an intracystic duct papilloma. The 








outer side of the breast is dissected to show the lactiferous ducts we 0 
during the period of lactation. Inset: the skin incision united § "PO" 
by sutures. ~oeh 
made radiating from the nipple over the dilated duct. Tao... 
skin edges are held apart, the cystic dilatation is opened, aM quarte 


the intracystic papilla is completely excised. The operation 
simple, and no: damage is done to the ducts on either sid 
The skin incision is closed with a few interrupted sutures, a 7p, 
when healed is hardly noticeable. Every papilloma exci 


should be examined microscopically for any evidence of mali feet 
nant disease. The patient should be examined at three-montll§ inno, 
intervals during the first year ; after this time a yearly examifl remov 
tion will suffice. museu 

Having performed this operation on 52 cases during ™ thank! 
last 30 years I have no doubt that it is the very best form@___ 


treatment. What are the alternatives? They are radiothera 
and amputation of the breast. Radiotherapy is usually of lilf p L 
use in curing the condition. The papillomata are not radiof the 
sensitive, and at the best fibrosis of the rest of the breast occu Biopsy 
this is often painful, and produces a functionless breast. stene 
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Local amputation of the breast in young women produces 
me patho 4 very unsatisfactory state of affairs. The patients become 
ata. Theyt introspective, worry a lot, and tend to become chronic invalids. 
ause bleed Many drift to the out-patient departments of the neurological 
hospitals. | have case reports of 20 unmarried women under 
| age whegg 30 years of age who have been subjected to local removal of 
sapillomaty ge or both breasts because of a history of a blood-stained 
ve removed§ discharge from the nipple. These women are afraid to marry 
Proportion because they consider that they are not normal. This state 
, the com of affairs must not be allowed to continue, as it means a life 
of constant misery. 

The following up of operation cases is most important if we 
ye to get a clear idea of the real value of conservative sur- 
ery. Of my 52 cases of duct papilloma of the breast I have 
“follow-up” records of 35; six patients are abroad and I 
cannot trace them. However, the clinical history of three 
cases will show the real advantage of conservative surgery 


for duct papilloma. 






lucts, h 


the papillo. 
MaIty yea 

nittent, an 
nall tumour 
velling mai 
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Case Histories 


Case 1—A nurse, aged 24, who had just finished her training in 
a London hospital, was seen in July, 1915, with a history of a 
blood-stained discharge from the left breast for some nine months. 
Nothing could be felt on examination and no discharge was visible 
fom the nipple. The patient was told to come and see me when 
there was any further discharge from the nipple. In Sept., 1915, 
she came again, and a small cystic lump could be felt just lateral 
to the nipple in the lower and inner quadrant of the breast. A 
slight blood-stained discharge could be expressed from the nipple. 
Operation was undertaken, and a small intracystic papilloma was 
excised. The papilloma had a definite stalk, and microscopically 
was quite innocent. The patient left hospital a week later. She 
was seen in 1919 before her marriage, as she was concerned about 
the effect of pregnancy on the breast. The breast was quite normal, 
and there had been no discharge from the nipple since the opera- 
tion. The patient was reassured that no ill effects would supervene 
.if pregnancy took place. She was seen again in 1936 because of 
cholecystitis due to gall-stones. She had five children—three boys 
and two girls—and had breast-fed all of them without any difficulty 
‘}whatever. Cholecystectomy was carried out in July, 1936, and 
recovery was uneventful. 

Case 2—A married woman aged 32 was seen in Jan., 1920; she 
was sent to me to have her right breast removed because of an 
intermittent blood-stained discharge. She was a big woman with 
large firm breasts. A small lump the size of a pea could be felt 
‘| | in the lower and outer quadrant of the breast. She was prepared 

4 to have the breast removed, but was advised to undergo excision 
of the lump instead. Local excision of the papilloma was carried 
out and the growth was found to be innocent. The patient was 
last seen in 1939, when she was in- good héalth; the breast was 
quite normal, although somewhat atrophic. Her periods had 
stopped some three years previously. 

Case 3—An unmarried woman, aged 26, a well-known golfer, was 
seen in 1922 because of a blood-stained discharge from the left 
nipple. There was little to make out. on clinical examination, and 
the patient was told not to worry and to forget about her breast. 
She was seen in 1923 and again in 1924, and on neither occasion 
‘fcould anything be felt in the breast, although there was a slight 
intermittent discharge of blood-stained fluid from the nipple. When 
seen in May; 1925, a small lump could be felt in the lower part 
of the breast just below the nipple. This was excised, and proved 
tobe a simple papilloma. Six months later’ the patient’ married and 
Was not seen again till 1932, when her child, aged 6, was operated 
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Shang upon for appendicitis. Her breasts were then quite normal and 
there had been no discharge from the nipple since the operation. 
~§ Sie had not breast-fed her child, as her doctor thought it might 
1 duct.. Ti} cause trouble in the breast. This idea, which still prevails in some 
opened, al quarters, is quite erroneous. 
- operation 
1 either sid Conclusion 
| sutures, af These three cases clearly demonstrate the value of con- 
loma ¢XCl§ sevative surgery in the treatment of duct papilloma of the 
nce of mg east. ~Every hospital of any size has specimens of small 
hree-mon"™f innocent papillomata because of which the breast had been 
arly exami temoved. Conservative surgery will not provide such nice 
Z Museum specimens, but it will produce contented*and very 
s during 4 thankful patients. ; 
best form 
radiothera 
ually of lB Levant (J. Urol., 1944, 52, 63) records a fatal case of sarcoma 
re not fadHof the penis in a negro aged 29. Deep x-ray therapy was beneficial. 


yreast Occllg Biopsy from an inguinal gland, though confirmatory of metastases, 
breast. ened the spread of the tumour, with general systemic failure. 
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“NEUTRAL PROFLAVINE SULPHATE” 
(MONOSULPHATE OF 2:8-DIAMINO- 


ACRIDINE) 
ITS LOCAL ACTION IN INFECTED WOUNDS INVOLVING 
BONE 
BY 
J. F. HEGGIE, M.B., B.Sc.Glas. 3 
Surg. Cmdr., R.N.V.R.; Bacteriological Specialist 


G. B. R. WARNOCK, M.B., M.R.C.P.Ed. 
Capt., R.A.M.C.; Graded Pathologist 
AND z 
R. W. NEVIN, M.B., F.R.C.S. 
Lieut.-Col., R.A.M.C.; Officer i/c Surgical Division 


(From a General Hospital) 


It has been realized for a considerable time that the high 
acidity of proflavine sulphate B.P. is a serious drawback, and 
various methods have been suggested for countering this, such 
as a preliminary neutralization with sodium bicarbonate or 
the addition of a buffering salt. There is now available, 
however, “neutral proflavine sulphate,” which possesses all 
the activity of the B.P. salt and yet gives a neutral solution. 
The relationship of neutral proflavine sulphate to proflavine 
sulphate B.P. may be compared with that of quinine sulphate 
to quinine bisulphate—i.e., the neutral sulphate has one 
equivalent of acid, while the B.P. salt contains two equivalents. 
In a 0.1% solution neutral proflavine sulphate is stated to 
have a pH of 6.5, as contrasted with pH 2.5 of proflavine 
sulphate B.P. Our brief experience with a sample of neutral 
proflavine sulphate indicates, however, that its action towards 
the tissues is the same as that of proflavine sulphate B.P., and 
consequently, like it, should be used (1) in small doses of from 
0.2 to 0.5 g. in discharging wounds, and (2) diluted to 0.5% 
in sulphathiazole powder for local application to wounds 
subjected .to fresh débridement. ‘We would also suggest that 
the optimum concentration of proflavine sulphate B.P. in 
sulphathiazole—proflavine powder is 0.2%, rather than the 
strength of 1% at present employed prophylactically in 
“ debrided ” wounds. 


The’ cases treated were with us for only a short time. They 
comprised gunshot and similar wounds with compound fractures 
(often comminuted) which had been infected and relatively 
untreated for from six months to two years. The majority 
had had repeated sequestrectomies, with, in some instances, 
sulphonamides locally and/or orally in support. By the time 
of our observations general nutrition was restored; none of 
the patients were more than slightly anaemic (less than 80% Hb). 
Neutral proflavine sulphate powder, sterilized as are the 
sulphonamides, was applied to the wound area at the time 
of the last sequestrectomy and the wound lightly packed. . In 
a few cases it was applied 2 to 14 days after sequestrectomy, 
and in others it was inserted into sinuses from the depths of 
which sequestra had been removed earlier. Thus the powder 
was applied to surfaces with granulations forming and estab- 
lished and with exudate in varying amount, as well as to 
wounds “debrided ” afresh, with curetted and guttered bone, 
curetted sinuses, etc., in which no granulation tissue and little 
exudate or pus was present. 


Technique of Treatment 


At first, having regard to the relatively neutral character 
of neutral proflavine sulphate, doses of from 1 to 5 g. were 
applied, the former to small and the latter to large wounds. 
Many patients complained of some burning pain, which during 
the first 24 to 48 hours was accompanied by moderate pyrexia 
(101-102° F.), partly attributable to surgical measures. Locally, 
the soft tissues around the wound were inflamed, and brawny 
oedema extended for a short distance. The immediate wound 
margin was of firm, rubber-like consistence. On removing the 


* excess neutral proflavine sulphate on the 4th, 6th, or 10th day 


the wounds were dry and the appearance of the walls every- 
where up to but not involving the skin margins was that of 
“ tanning ”—superficial coagulative necrosis—to a depth of 2 to 
4 mm. This was most pronounced in freshly “ debrided ” 


‘wounds, which were relatively dry, and less pronounced where 
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there had been some bleeding and exudation following opera- 
tion; and absent, or almost so, in cases with discharging 
sinuses. In these latter instances the main coagulative effect 
of neutral proflavine sulphate had been expended on protein 
precipitation in the exudate—serous, sero-sanguineous, or 
purulent—which could thus be said to have a “sparing ” effect 
on the subjacent tissues. : 

Generally, the results obtained were not good; the doses 
used, éven ‘in the case of the larger wounds, were much too 
great, and the wounds suffered an added immediate chemical 
inflammation of 1 to 4 days’ duration. When, however, the 
doses employed were smaller but still twice or thrice the 
recommended maximum of 0.5 g. suggested for proflavine 
sulphate B.P., the results were more satisfactory. The treatment 
of sinuses met with varied success, and, as in the case of the 
major wounds, this depended largely on the completeness of 
surgical removal or reduction of the bulk of the infection. 
This last is a fundamental surgical principle which scarcely 
need be illustrated. Nevertheless, our experience is that it is 
not always followed, as it does not appear to be generally 
understood that all chemotherapeutic treatment is but an 
adjuvant to surgical procedure; and whether the agent be 
penicillin, an amino-acridine, or a sulphonamide, the chance 
of success attending its use is in varying proportion to the 
degree of completeness of, and to the interval of delay of 
application after, radical surgical treatment. This notwith- 
standing, we had hoped that with neutral proflavine sulphate 
a greater latitude would be observed on account of the greater 
solubility of this salt in the tissue fluids; but this was not 
so, as the following case illustrates: 


Case I 


Male aged 26. Gunshot wound right leg 9 months previously. 
Two months after injury: osteomyelitis lower third right tibia with 
sequestrum and involucrum; treated in plaster. 4th to 9th month: 
wound opened, explored, and drained at intervals. 8th month: 
inner wound broke down; wound opened up, two sinuses guttered, 
two cavities found in tibia-and levelled up; sterile neutral 
proflavine sulphate powder, 5 g., applied, lightly packed ; light plaster 
cast applied. 

After operation patient complained of moderate pain for 24 to 
36 hours. No fever. 6th day: excess neutral proflavine sulphate 
removed; whole area showed “tanning ’’ (superficial coagulative 
necrosis); margins slightly indurated. 22nd day: saucerized wound, 
neutral proflavine sulphate coagulum adherent in parts; pus welled 
up from posterior part of tibia—another cavity probably existed. 
32nd day: outer wound broke down and discharged; advisability 
of amputation considered. 37th day: outer wound discharge less. 
Patient later transferred. ‘ 


In this case it is apparent that the entire extent of the 
diseased bone had not been defined ; later, x-ray examination 
showed diffuse osteomyelitis of the lower two-thirds of the 
tibia. The remaining foci in the sclerotic bone had not been 
sterilized by the diffusion of neutral proflavine sulphate from 
the depot in the under aspect of the “coagulum,” because 
either the organisms were inaccessible or the amount of dye 
diffused was not sufficient. 

In all of the cases in which superficial coagulative necrosis 
or “tanning” occurred the rate of healing was definitely 
impaired, despite the fact that the wound was sterile when 
the “coagulum” remained dry. Thus in a wound which 
appeared likely to close completely at a reasonably early date, 
despite slight to moderate degrees of infection, a stationary 
period resulted from the damage to the superficial layers, and 
was followed by a period of slow recovery to the previous rate 
and eventual healing. This is illustrated in the following case: 


Case II 


Male aged 23. Gunshot wound left leg, with compound fracture 
of tibia and fibula of 8 months’ duration. Treated in plaster cast 
within 14 days of injury. Five weeks after injury: sequestrum of 
end of upper fibular fragment removed; exuberant granulations cut 
away; sulphathiazole applied locally; entrance wound 4 in. by 2 in., 
exist wound 6 in. by 3 in. 4th month: sequestrectomy. Later, 
patient up and walking, foot-drop improving, wounds healing. 
6th month: sequestrectomy of tibia through old wound. Two days 
later, on arrival of neutral proflavine sulphate, 1 to 1.5 g. of the 
sterile salt was put into the open wound. During the next four 
days the patient complained of severe burning pain and there was 


oedema of the wound area; slight pyrexia. Excess neutral proflavine . 


sulphate removed 10 days later, when appearances of “‘ coagulation ” 








i 
were seen. Four weeks after sequestrectomy: healing slowly ; 
shallow eschar-covered “ulcer,” 2 in. by 1/2 in., remains, Six 
weeks after sequestrectomy: almost healed. 

In the next case, despite the fact that neutral proflavine 
sulphate was not applied until two weeks after major surgical 
treatment, the discharge dried up and the wound healed, chiefly 
because of the completeness of the surgical procedure and 
the relatively limited ‘nature of the infection in the humeral 
head ; and, to a less extent, on account of the “ sparing ” 
action of the exudate—coagulation or tissue damage being 
minimal despite the relatively large amount of neutral proflavine 
sulphate employed. 

Case IIl 

Male aged 30. Gunshot wound right shoulder, involving the 
shouldgr-joint, with fracture of humerus and scapula, sustained one 
year previously. Put up in plaster spica “soon” after injury, 
Bony ankylosis. Discharging sinuses for many months, increasing 
latterly. 12th month: sequestrectomy and curettage, much soft bone 
removed from humeral head; tube drains; skin stitched. One week 
later: pain on movement, slight discharge. 2nd week: tubes ré. 
moved, sterile neutral proflavine sulphate, 1 to 1.5 g. powder, 
inserted into cavity in head of humerus. No great inflammatory 
reaction, but slightly increased discharge. 3rd week: wound dried 
up; appearance of “tanning” minimal. 6th week: almost healed. 
8th week: healed. 

It will have been observed that in none of these cases was 
any sulphonamide—e.g., sulphathiazole—given orally to supple- 
ment the local chemotherapeutic treatment. This is at variance 
with our recommendation with regard to the necessity for 
both oral and local administration of sulphathiazole at the 
time of full surgical treatment in like cases of bone infection 
(Heggie, Kendall, and Heggie, 1942), but in the present instance 
the omission was intentional, so that the value of the neutral 
proflavine sulphate alone might be assessed. 


Bacteriostatic and Bactericidal Action 


After the application of neutral proflavine sulphate powder 
the wounds were not necessarily always sterilized ; this varied 
with the kind of wound, its state, the amount of discharge, 
and, as regards neutral proflavine sulphate, the degree of 
coagulation produced, and the resulting availability in solution. 
of that salt from the depot in the coagulum. Sterility was 
most certain to result when application was made at the time 
of full surgical treatment and the “tanning” effect of neutral 
proflavine sulphate was distinct—that is, when the infected focus 
was removed and remaining surfaces were sterilized by coagula- 
tion. In other cases, slightly to moderately infected and dis- 
charging, reduction of the bacterial flora first, with sterility 
later, was not uncommon. This was to be expected, and is 
in keeping with the known slow bactericidal effect of the amino- 
acridines: their chief action is bacteriostatic ; they limit bacterial 
proliferation, while leucocytic and tissue defences play their 
part. In wounds of the thigh or gluteal region, reinfect'on 
with coliform organisms occurred—and in this regard we would 
emphasize the need (sometimes overlooked) for attention to 
the marginal skin of wounds, and the peculiar desire of some 
folks to change dressings too often. In other wounds, infection 
with Proteus and Ps.*pyocyanea remained: these organisms 
were most numerous, and Ps. pyocyanea was most persistent. 
Raven (1944) has reported like changes in the bacterial flora 
of infected wounds when using proflavine sulphate B.P. 

In vitro the bacteriostatic and bactericidal actions of 
neutral proflavine sulphate and proflavine sulphate B.P. até 
practically identical, though the latter is slightly more active 
(next immediate tube in a series of falling dilutions). With 
a series of six freshly isolated strains of Staph. pyogenes and 









Esch. coli, and using a large inoculum—1 million in 10 c.cm. 
of broth—neutral proflavine sulphate was bactericidal within 
24 hours, to staphylococci at 1 in 2,000 and to the coliform 
organisms at 1 in 4,000. With similar inocula in broth. 
organisms. from the series of wounds treated with neutral 
proflavine sulphate were killed within 24 hours by the following 
dilutions of that salt: 


Ps. pyocyanea . 1/1000 and 1/2000 

Staph. pyogenes 1/2000 (1); 1/4000 (4); 1/6000 (1) 
Coliforms ‘ 1/4000 (1); 1/6000 (1) 

Staph. albus .. 1/12,000 (2) 

Diphtheroids .. 1/12,000 (2) 

Proteus forms .. 1/12,000 (3 


Str. haemolyticus 
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The efficiency of neutral proflavine sulphate can be judged 


asily from consideration of the following facts: 

(a The bacteriostatic effect of the proflavine salts (in serum) on 

. aureus and B. coli is evident at dilutions of 1/200,000 and 

{100,000 respectively (Browning et al., 1917). 

6) Neutral proflavine sulphate is soluble in serum to the extent 
of 1 in 300. ; , 

() The amino-acridines are not rendered ineffective by pus or the 
breakdown products of tissues. 


It is obvious, however, that neutral proflavine sulphate must 
je available in solution to the tissues, and its concentration 
in the tissue fluid should be such as rapidly to effect complete 
tacteriostasis, without damaging the tissues even slightly. 


Discussion 


It is obviously important to consider the solubility of any 
antiseptic. Albert and Gledhill (1943) treated a specimen of 
1:$-diamino-acridine with one equivalent of sulphuric acid 
ynd obtained a “neutral. sulphate” which would remain in 
25% aqueous solution at 15°C. for a week. The solubility 
of amino-acridines, however, as those authors point out, is 
easily affected by small amounts of impurities ; and the purified 
silts do in fact usually show a decreased solubility. Our sample 
of neutral proflavine sulphate, which has been shown by analysis 
to have the correct acid-base ratio, will dissolve to the extent 
of 1 in 4 in warm water, but the solution begins to crystallize 
after 24 hours at 15°C. The pH of a 0.1% solution is 6.5, 
compared with pH 6 reported by Albert. 

When serum is added to neutral proflavine sulphate powder 
ina test-tube the powder slowly becomes moistened and syrupy, 
and the supernatant serum reaches dye-saturation point (0.3%) 
within 6 to 12 hours. When, however, serum or albumin in 
4%, solution is added in equal volume to a range of saline 
dilutions of neutral proflavine sulphate precipitation at once 


1 occurs in the 4.5% to 0.6% solutions, being most pronounced 


in the range 4.5% to 1%, and showing proflavine crystals 
as well as protein precipitates in the 4.5% to 2.0% range. 
If fresh serum be now added to the combined precipitates 
or to the protein precipitate alone, the serum takes up the 
dye, to saturation or equilibrium, without further precipitation, 
and most of the dyestuffs may thus be recovered. Similar 
precipitation of protein occurs with saline solutions of proflavine 
sulphate B.P. in the range 0.75% (maximum solubility) to 0.25% 
(trace), but not in the 0.2% solution. Proflavine sulphate B.P. 
is highly acid, with a pH 2 in 0.1% water, being extensively 
hydrolysed in solution ; so it is possible that neutral proflavine 
sulphate is dissociated to some extent in saline solution and 
the pH value of the stronger neutral proflavine sulphate saline 
solutions is nearer the isoelectric point of plasma proteins 
(pH 4.5); alternatively, in the stronger and more acid solutions 
the serum proteins behave as an alkali and are precipitated 
a sulphates, being Jinked to the sulphuric acid radical dis- 
sociated from neutral proflavine sulphate. 


Now we can appreciate what occurs in wounds treated 


with amino-acridine powders. Serous, sero-sanguineous, and 
purulent exudates protect underlying tissues and granulations 
from coagulation necrosis (the protein-precipitating action of 
proflavine sulphate B.P. and neutral proflavine sulphate) by 
their proteins suffering precipitation—greatest when the water 
content is high enough: to permit of solution of the sulphates 
to protein-precipitating concentration, and least, or absent, when 
the fluid (non-cellular) ‘portion approximates serum in com- 
Position ; for, it will be recalled, the powder dissolves slowly 
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in serum without any precipitation. Thus, in one of our 
unsuccessful cases neutral proflavine sulphate powder was 
almost all recovered from a protein-proflavine “cast” of the 
discharging through-and-through sinus treated. When proflavine 
stlphate B.P. is applied to a freshly “‘ débrided” wound some 
of the powder dissolves in the oozing blood and serum to 
aMaximum concentration of 0.3% ; but much more dissolves 
I the tissue fluid, where, in lower protein and greater water 
and electrolyte content, it’ is more easily soluble—to 1%, 2%, 
& more in the case of neutral proflavine sulphate and 
approximating 0.4% to 0.6% when proflavine sulphate B.P. 
used. Being thus above the critical Jevels of 0.5% (neutral 


. J Ptoflavine sulphate) and 0.2% (proflavine sulphate B.P.), pre- 





‘Poipitation of the protein (coagulation necrosis) of the proximal 


tissue cells occurs to a depth of 2 to 4 mm. Depending on 
the concentration of proflavine first attained, a certain amount 
of fine crystals of that substance also may be deposited. 
Clinically, in proportion to the amount of proflavine present 
to excess in wounds, an inflammatory reaction is set up, with 
capillary haemorrhages and oedema. This oedema occurred 
in many of our cases, and lasted for one to two days as a rule, 
although occasionally it took four days to subside. In the 
guinea-pig 50 mg. of neutral proflavine sulphate powder, 
suspended in saline -and injected subcutaneously in the 
abdominal wall, resulted in iocal haemorrhagic necrosis of 
muscle and much inflammatory oedema of the loose areolar 
tissues ; while contiguous subjacent bowel wall became necrotic, 
and the liver showed superficial haemorrhage and necrosis. 

From our observations we cannot recommend the use of the 
sulphates of proflavine as pure powders in the treatment of 
wounds except under certain conditions. In this we are in 
agreement with a like statement of Russell and Falconer (1943), | 
made as a result of their animal experiments with the 
three amino-acridines—proflavine sulphate B.P., 2:7-diamino- 
acridine, and 5-amino-acridine. A reason for the excellent 
results obtained by Mitchell and Buttle (1942) with proflavine 
sulphate B.P. in infected wounds of 5 to 12 days’ standing is 
afforded by the “sparing” action of the purulent exudate 
present at that time and the fact that the infection was not yet 
“established” in bone. This is also true of similar cases 
recorded by Raven (1944). With neutral proflavine sulphate 
a like result is shown by our Case III. This is the only type 
of case in which it would be permissible to use the proflavines 
as powders, alone ; for if the dose were limited to 0.2 to 0.5 g. 
for each application no added chemical inflammation or 
coagulation necrosis would be likely to occur. (There is no 
point in using sulphathiazole—proflavine powder in such cases. 
It would be of practically no additional value as a bacteriostatic, 
for the pus and tissue-breakdown products would surely 
neutralize the sulphathiazole.) 

As regards the prophylactic use of the proflavine sulphates, 
we would suggest that for local application in powder form 
they be diluted with sulphathiazole to 0.5% in the case of 
neutral proflavine sulphate and 0.2% for proflavine sulphate 
B.P. The latter dilution is one-fifth of the concentration 
advocated by McIntosh and Selbie (1943) for the treatment 
of war wounds in general and of gas gangrene in particular ; 
but we suggest these concentrations as they are the highest 
possible of employ if coagulation necrosis is to be avoided - 
and tissue damage kept to a minimum. By lowering the 
concentration of the proflavine sulphates to these levels 
their bactericidal and bacteriostatic values are. practically not 
reduced, for the amino-acridines are rapidly bactericidal at 
a concentration of 0.2% (Garrod, 1940). 

We have. remarked already (Heggie et al.,' 1942) on the 
practical difficulty of ensuring the regular distribution, and 
the availability for solution, of sulphonamide powders in 
irregular wound cavities, to combat which we discarded the 
powder form in favour of a saline-glycerin-tragacanth sludge 
as a vehicle for sulphathiazole. Now in the case of neutral 
proflavine sulphate we employ a simple pouring tragacanth gel, 
containing a 0.5% saline solution of the drug, for use in the 
prophylactic treatment of wounds. The good results obtained 
to date may be attributed to the early stage at which compound 
fractures and flesh wounds have been received. Nevertheless, 
healing has not been impaired, bacteriostasis has been good, 
and we consider the use of this method worthy of further 
clinical trial. At most, 10 c.cm., containing 0,05 g. of neutral 
proflavine sulphate, has been used in any one wound at any 
one time. 


Summary and Conclusions 


Neutral proflavine sulphate has a place with the acid 
profiavine sulphate B.P. in the treatment of recently infected 
discharging wounds. When these amino-acridines are so used 
as pure powders, alone, and in small doses of from 0.2 to 0.5 g. 
(repeated at 5 to 15 days’ intervals, if and as necessary), infec- 
tion is reduced, discharges diminish and soon cease as the 
wound becomes dry, and healing proceeds. In such cases the 
proflavine sulphates produce little or no tissue necrosis, owing 
to the “sparing” action of the exudates, in which, after 
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probably some measure of protein precipitation, they dissolve 
and diffuse to the tissues in effective bactericidal and ‘bacterio- 
static concentration. 

When applied to freshly “ debrided ” wounds, or wounds with 
little exudate, a chemical inflammation occurs, attended by 
superficial coagulation necrosis to a depth of 2 to 4 mm., due 
to solution of the sulphates in the tissue fluid to a protein- 
precipitating concentration. Healing, at first arrested, is 
generally retarded, occurring under or after separation of the 
eschar. In saline solution the lowest concentration of these 
salts at which protein precipitation occurs is 0.6% and 0.25% 
of neutral proflavine sulphate monoacid and proflavine sulphate 
B.P. respectively. It is suggested, therefore, that the optimum 
concentration of these salts in a sulphathiazole—proflavine 
powder, for use prophylactically in war wounds, should be 
0.5% for neutral proflavine sulphate and 0.2% for proflavine 
sulphate B.P., and, having regard to the difficulty of effectively 

«applying powders to irregular wound cavities, saline-tragacanth 
gels of either of the proflavine sulphates, alone, and in the 
strengths mentioned, might be employed instead. 


Our thanks are due to Col. F. Holmes, O.B.E., for his kind per- 
mission to carry out this investigation in the hospital under his 
command; and to Dr. R. P. Liston, of Imperial Chemical (Pharma- 
ceuticals) Ltd., for providing the —— of neutral proflavine 
sulphate. To Major O. N. Bailey, R.A.M.C., surgical specialist 
at the hospital, and Capt. H. R. W. Lunt, R.A.M.C., graded 
orthopaedic surgeon to the hospital, our thanks are also due for 
the notes on the cases under their care and for their observations 
on the treatment. ; 
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HEREDITARY HAEMORRHAGIC 
TELANGIECTASIS 


BY 
D. CAPPON, M.R.C.S. 
R.M.O., Dorset County Hospital 


This comparatively rare disease is also known as Rendu-Osler- 
Weber’s disease or Goldstein’s heredofamilial angiomatosis. It 
is defined as a hereditary dystrophy of the capillaries, the 
disease being transmitted as a Mendelian dominant and affecting 
both sexes equally. The diagnosis is based on the following 
criteria: (1) it is hereditary and not sex-bound ; (2) the presence 
of telangiectases or angiomatosis ; (3) the tendency to haemor- 
rhage (Goldstein); to which a fourth may be added—the 
multiplicity of the lesions. 

Although W.° Legg first described a case in 1876, he 
presented it as a case of “haemophilia.” Rendu in 1896 
distinguished it from haemophilia, and Osler in 1901 described 
all its features. Parkes Weber described a family in 1907 
and reviewed the literature in 1924. Goldstein (1932) made 
an extensive review of the literature, mentioning about 100 
families (affecting 600 persons) ; but. Hurst thought this review 
only caused confusion, since it included every kind of purpura 
and haemophilia and even a case of familial nephritis. Hurst 
and Plummer believed this condition to be more common than 
the number of cases on record would indicate; Price goes 
further in expressing the belief that it may be as common as 
haemophilia. The disease should not be diagnosed unless the 
patient shows multiple telangiectases with haemorrhage and 
comes from a family one or more members of which are 
known to have been affected in the past (Hurst and Plummer). 
Levy in 1933 stated that there were 320 known cases, all 
familial, though sporadic forms may arise. Hurst and Plummer 
(1932), Hampson (1932), and Yates (1932) made valuable 
contributions by reporting complete family histories of this 
condition. More recently (in 1944), while the case recorded 
below was being studied with a view to publication, since it 
shows unusual features, Campbell published a very similar case, 
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and, following this, Wolfsohn added yet a further case to the 


literature. 
Case Record 


Mrs. C., aged 31, was admitted to hospital for a dilatation and 
curettage for incomplete abortion. Apart from this she wanted her. 
blood condition investigated as she felt worried about it, The 
history was that since the age of 10 she had suffered from epistaxis, 
which soon became frequent and uncontrollable. She bled “more 
from the right nostril than the. left. Bleeding would start spon. 
taneously at any time, day or night. It increased in frequency from 
once fortnightly to nearly every alternate day. It formerly ceaseg 
spontaneously, but now she has to control it by application of cold 
water and finger pressure. In some severe attacks she “‘ bled white.” 
having lost 1 to 14 pints (her estimate) in the course of 14 to 2 
hours, which was the longest time bleeding continued. As a resylt 
she was always anaemic as a girl, suffering from lassitude and 
periodic swelling of the ankles, which prevented her from carrying 
out ordinary household duties. When free from attacks for a more 
prolonged period—i.e., two or three weeks—a strikingly high colour- 
ing of the cheeks had been observed. In such an instance her blood 
picture was: Hb, 112%; R.B.C.s, 6,250,000; C.I., 0.9; W.BCs, 
7,000 ; and on the strength of this and the history of bleeding she was 
diagnosed as a possible case of “‘ polycythaemia ” and told to avoid 
red meat, and the iron which she was taking regularly was discon- 
tinued. She also complained of headaches, which started at the age 
of 10. Often these headaches, which were parietal and frontal, 
preceded the epistaxis, and the only thing which seemed to make 
them better was a “good nose-bleed.” She never had vomiting, 
fortification spectra, or blurring of vision. At about the same age 
she noticed that some red spots had appeared on her face. The 
first was on the right upper lip, then next on the tongue and cheeks 
and in the mouth. Lately she had discovered a few on the ends 
of her fingers. She has never bled from these spots. In the family 
history we find that her father had similar spots all over his face 
and fingers. One such bigger spot used to bleed. He also had 
severe headaches preceding epistaxis; the latter came from spidery 
naevi on both sides of the nasal septum. His case was regarded 
as thrombocytopenic purpura, but no blood reports are available. 
Transfusion was considered, though his heart condition was thought 
to make this too hazardous a procedure, so it was not performed. 
These symptoms increased in severity in middle life, and he died 
at 66 from ‘severe loss of blood and mitral stenosis. 

Further details of the family history are shown in the accompany: 
ing chart. Nearly all had epistaxis and telangiectasis, but a history 
of headaches could not be ascertained. 


« y FIRST GENERATION 
Saaee 
? ? é 


THIRD GENERATION 1 7” | ¢ ; — 
+82 +2%7 
(PNEUMONIA) 
@=KNOWN TO BE AFFECTED 
@=NOT KNOWN TO BE AFFECTED 
O=NOT AFFECTED 








me. | SECOND GENERATION 























FOURTH GENERATION 
(UNDER 40 YEARS) 





The obstetric history is that the patient has two live children and 
there have been two miscarriages. Menses are regular; there is no 
excessive loss. On the contrary, the tendency is to lose less now 
than formerly. Tonsillectomy was performed at 18, after which 
she had violent bleeding. There is no history of haemorrhage from 
anywhere else. A careful examination of the patient was carrie 
out 8 weeks after her dilatation and curettage. Signs of anaemia 
were present—e.g., pale conjunctivae, lips, and koilonychia. Multiple 
asymmetrical telangiectases were present, mostly distributed over the 
upper lip and tip of the tongue, and on the cheeks; they were flat 
round spots with a red centre and paler periphery. It was remark- 
able that their colour disappeared, diminished, or remained ut 
changed on vitropression, according to their size, intensity of colour, 
and situation. Thus the very dark ones and the larger spots on 
the cheeks would be unaffected, but the smaller spots on the lips 
and tongue would disappear. This confirms the finding of Aubertin 
et al. (1933). The blood pressure was 130/70, and Hess’s test was 
negati e. Anterior rhinoscopy revealed a spidery naevus 1} im. 
1/4 in. on the right septum about 2. in. from the external mares. 
This had a scab on it, and bled with the slightest trauma. 9 
other spots were present on the left anterior turbinate and in the 
hypopharynx. The liver and spleen were impalpable. The cardio- 
respiratory system showed nothing of note. The blood picture (after 
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P haemorrhage) was: Hb, 66% (Sahli); erythrocytes, 4,400,000; 
, 0.8; leucocytes, 9,500; reticulocytes, 1.5%; Wintrobe V.I., 
0.80; differential white count, normal; coagulation time, 24 minutes ; 
ing time and clot retraction, normal; platelets, 400,000. Some 
s later the blood showed: Hb, 55%; R.B.C.s, 4,500,000; C.IL., 
(6; platelets, plentiful. 
A series of skull radiographs were taken and examined stereo- 
sopically for a calcified angioma or naevus, but no abnormality 
yas found. 





Discussion 


In the differential diagnosis haemophilia, pseudo-haemophilia, 
aythraemia, the purpuras, leukaemia, Banti’s syndrome, and 
hypertension have been excluded. The unusual feature was 
that in this case epistaxis caused evident clinical anaemia 

), but at times there was polycythaemia. In view of the 
fact that this occurred when the patient was free from an 
attack for some 3 weeks or more, it is suggested that it was 
due to a physiological bone-marrow response to repeated 
haemorrhages: such over-compensation is known to result from 
excessively frequent blood donation by healthy persons. No 
previous reference to polycythaemia in this condition could 
be found, though Lévy in 1933 stated that the haematological 
picture may vary. The headaches were another unusual 
feature. Campbell’s case differs in that the headaches have 
amore pronounced migrainous character, though they do not 
justify the use of the term “ migraine,” which is usually applied 
fo a well-defined clinical entity. There are no previous case 


excepting the mention by Osler (1938) of the association of 
Lindau’s syndrome in angiomatosis—a calcified pial angioma 
accounting for the headaches and other complaints (glaucoma) ; 
Hurst in 1932 also mentioned the possibility of angioma of 
the brain. It is suggested that in both Campbell’s case and 
the present one the headaches may be due to a relative 
polycythaemia causing engorgement of the cerebral vessels and 
terminating by epistaxis. In two cases of the second generation 
of this patient’s family epistaxis could not be definitely 
ascertained ; the presence of the malady is, hawever, not 
excluded, since they may have been “frustrated forms” 
(Lévy, 1933). It is interesting to note that this patient did 
not suffer from menorrhagia—which is in agreement with the 
literature. A study of the family history favours Campbell’s 
view that the prognosis of the disease is better than that given 
by Osler, although the condition obviously aggravates con- 
comitant disorders. The immediate treatment of epistaxis is 
tocontrol it by the inflated-finger-stall method ; later, cauteriza- 
tion of the bigger naevi may be carried out—though new naevi 
are likely to appear. 
Summary 

A case of hereditary haemorrhagic telangiectasis with a family 
history of four generations and presenting some unusual features is 
reported. The literature is discussed in relation to this case. 


My warm thanks are due to Mr. G. O. Taylor, Honorary Surgeon, 
Dorset County Hospital, for allowing me to publish the case; and 
to Dr. T. V. Cooper, County Pathologist, for the pathological in- 
vestigations, for indicating the probable diagnosis of the case, and 
for help and encouragement in preparing this report. 
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The Ministry of War Transport has notified owners and masters 
of merchant ships that dimethyl phthalate is now included in the 
medical scales and should be used as a repellant against mosquitoes 
when vessels are in malarious areas. The instructions for use are: 
After sunset a few drops of the liquid should be placed in the hand 
and applied to the exposed parts of the body, avoiding the eyes, 
the forehead just above the eyebrows, and areas around the mouth. 
he liquid should also be applied to the clothing if mosquitoes are 
biting through it. The effect of the repellant lasts for only about 
hours, and a further application should be made when 
Mosquitoes renew their sitack. As dimethyl phthalate is a solvent 
or lacquer, paint, and plastic articles, it should not be smeared on 
Spectacles, watch-glasses, fountain-pens, etc. 





reports of this condition being associated with headaches, » 


~: (1938). Principles and Practice of Medicine, 13th ed., p. 1090, New - 





NEWER CONCEPTS OF BREAST-FEEDING 


BY 
M. WITKIN, M.D., F.R.C.P.Ed. 


The decline of breast-feeding among civilized races gives the 
greatest concern to the medical profession. It is the endeavour 
of the paediatrician to explore every possible avenue in order 
to remedy this disconcerting state of affairs. With this objective 
I wish to draw attention to the importance of expressing some 
breast milk immediately before each feed, and the advantage 
of giving at each nursing both breasts instead of one. This 
routine distinctly helps the proper establishment of lactation. 


Most textbooks on paediatrics stress the importance of completely 
emptying the breast after each feed. It is claimed that this is a 
sine qua non for the maintenance and stimulation of an abundant 
milk supply. It is mainly for this reason that only one breast is 
permitted at a feed. Although mothers are instructed to empty the 
breast completely after each nursing, relatively few carry this out— 
first, because it is very irksome, and, secondly, because the improve- 
ment observed is almost negligible. The emptying of the breast at 
the end of each nursing is.in my experience not nearly so helpful as 
the expression of some milk just before baby is fed. 

The lactating mammary gland consists of 12 to 20 lobes round 
the nipple. ‘Each lobe is a miniature mammary gland and is com- 
posed of smaller lobules. Each lobule consists of a number of 
alveoli lined with large epithelial cells. The relationship of the 
lobules and the alveoli to the main duct of the lobe is analogous 
to that of a bunch of grapes to its stalk. Each alveolus possesses a 
duct, and the alveolar ducts from each lobule unite to form larger 
ducts, and finally form the main canal which expands in the areola 
as the lactiferous sinus. These sinuses, which serve as milk reser- . 
voirs, contract at the base of the nipple and pursue a straight course 
to its summit, perforating it by separate orifices considerably 
narrower than the ducts themselves. The surface of the nipple is 
corrugated. and provided with secondary papillae. It is perforated 
by from 12 to 20 excretory ducts, the orifices of which appear at 
the bottom of these corrugated papillae. 

Failure in a large percentage of breast-feeders can be traced to a 
block either within the lumen of these fine ducts or at their exits. 
Such obstruction must lead to an accumulation and damming back 
of milk in the sinuses, ducts, and the whole parenchyma concerned. 
The effect of such back pressure is engorgement and a lumpiness 
in the mammary gland which, ‘unless relieved, may lead to resolu- 
tion and retrogression of that particular sector of the breast. In 
this way the baby is deprived of a quantity of milk which would 
otherwise have been contributed by that portion of the gland. In 
the course of days other ducts may become similarly occluded, with 
further loss of nourishment for the baby. Thus the condition 
becomes distinctly aggravated. The mother finds that she has on 
her hands a restless and unhappy baby, failing to thrive and plagued 
with intestinal colic as a result of insufficient food and excessive 
swallowing of air. 

The destiny of the breast parenchyma, when there is duct occlusion 
within either the areola or the nipple, is as follows: There is a 
damming back of the milk throughout the lobe concerned, and if 
“several are so involved the breast becomes distinctly heavy and 
painfal. Instead of the tissues being lax and freely mobile so as 
to enable the infant to pull the areola well into its mouth, they 
become tense, hot, and unyielding, and the baby finds great difficulty 
in grasping the breast.. Its efforts are mostly spentgon the base of 
the nipple rather than well over the areola, with the result that the 
papilla often cracks. This not infrequently leads to an ascending 
infection and sometimes to a breast abscess. 


Importance of Expressing Some Milk before Feeding 


The question which immediately presents itself is, What factors 
are responsible for occlusion of the lactiferous ducts? It is quite 
obvious that such minute canals could easily become blocked either 
by milk products within the areolar sinuses or nipple ducts, or 
through the viscosity of colostrum in the early days affording 
resistance to outflow. The openings of the ducts on the surface of 
the mammary papilla are often occluded by coagulated milk, toilet 
powder, or desquamated epithelium due to the friction of clothing 
on the nipple itself. 

If we examine the manner in which milk leaves the breast of a 
mother whose baby is adequately and successfully fed we find, on 
manual expression, the number of jets expelled from the nipple are 
many—12 or more. They do not appear all at once—usually three 
or four at a time—depending on the site of pressure exerted on the 
areola by the thumb and forefinger of the expressing hand. This 
demonstrates that the successful functioning of the breast depends 
mainly on the patency of the ducts. In cases where difficulty pre- 
vails we find only one or two jets appearing, and no more. This 
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obviously is accounted for by the occlusion of the remaining ducts 
either within the areola or nipple or at their exits. The food thus 
meets with resistance in leaving the breast. It is obvious, therefore, 
that the baby of such a mother, cannot possibly be satisfied or 
thrive. Should this be discovered in the early days of the infant’s 
life one is able, in a large percentage of cases, to correct the 
abnormality by teaching the mother to express some milk from 
each breast (about one or two teaspoonfuls before each feed) and 
advising feeding from both mammae at every nursing. 

The technique of manual expression is simple. The mother should 
wash her hands thoroughly and dry them with a clean towel. The 
nipple and areola should be cleaned with pledgets of cotton-wool 
dipped in boiled water, and dried. A clean glass or other receptacle 
will be necessary to receive the fluid. It is more convenient to 
employ the hand opposite the mammary gland concerned. The 
mother should grasp the breast between the thumb above and the 
forefinger below, just outside the margin of the areola, which is 
pressed and squeezed with a firm but gentle follow-up action con- 
verging on the base of the nipple; this pressure, terminating with 
a slight pull behind the base of the papilla, coaxes out the milk. 
About 30 to 60 expressions are made per minute. Both breasts are 


treated in similar fashion before each feed; this should not take’ 


more than five minutes. Should the mother regard the expressed 
milk as a waste she can offer this to her baby by spoon or dropper, 
suitably warmed, after the breast feed. Immediately after the ducts 
have been cleared by this preliminary expression the baby is given 
one breast for 5 minutes and then the other for 15 minutes. As a 
result of this manceuvre the milk will be found to flow more freely 
and abundantly. The child will thus obtain a larger quantity of 
nourishment, be more contented, and thrive. 

Mothers are emphatic that this method of preliminary expréssion 
is far more beneficial and easier of execution than the common 
teaching of completely emptying the breast after each feed. Pro- 
vided the ducts are patent and their openings function properly 

* there will be no engorgement. Once the outflow of milk becomes 
free and conditioned the breasts take care of themselves and become 
adapted to the demands of the child. 


Importance of Giving Both Breasts at Each Feed 


In my experience the use of both breasts at each suckling is a 
distinct advantage over the orthodox teaching. The mother is 
instructed to nurse her baby 5 minutes on one breast and 15 minutes 
on the other. Provided the ducts and sinuses have been cleared by 
preliminary expression in the manner described there is no fear 
whatever of the breasts retrogressing as a result of not being “‘ com- 
pletely emptied ”’ after each performance. We are apt to forget that 
when a baby feeds on one breast the other gland is reflexly stimu- 
lated. This would serve no useful purpose unless it was Nature’s 
intention that both breasts should be suckled from. 

When only one breast is employed at a feed the gland is relieved 
once in 8 hours in the four-hourly feeding schedule and once in 
6 hours if three-hourly feeds are given. This definitely is not 
sufficient stimulation. In bilateral feedings both breasts are relieved 
every 3 or 4 hours, and this method is far superior in establishing 
milk flow. As the lactating breast is constantly secreting milk, 
complete emptying is almost impossible. The teaching that any 
milk left in the breast after feeding eventually seals its doom is in 
my experience a myth. 

Who would venture to assert that the successfully breast-fed baby” 
completely empties the mammae at each feed? I feel convinced 
that Nature no more expects it to inhale and exhale completely with 
each inhalation and exhalation or the lacrimal glands to drain 
completely withgeach bout of weeping in order to sustain its subtlety. 
Once outflow is free and fully established, resolution seldom occurs 
so long as the mother and child are well. 

It must be impressed on the mother that all healthy babies con- 
sume half their feeds within the first two minutes; that within five 
minutes they have swallowed two-thirds or three-quarters of the 
-total feed, and that very little milk, if any, is consumed after 20 
minutes of suckling. It is for this reason that I recommend only 
5 minutes on the first breast and 15 minutes on the second, or 
sometimes 5 minutes on the first breast, 10 minutes on the second, 
and again 5 minutes on the first. 

The importance of not allowing the child to spend more than 20 
minutes at each feed cannot be exaggerated, as infants who are fed 
for periods of 30 to 45 minutes or longer almost invariably give 
trouble. After 15 or 20 minutes the child swallows large quantities 
of air, which cause colic, restlessness, crying, and sleeplessness. 
Furthermore, the gums and tongue become painful. If the mouth 
of such an infant is carefully examined the teething edges of the 
gums and the tip of the tongue are often found to, be raw, inflamed, 
and angry-looking. This explains why such a child often refuses 
the breast. The mother in turn suffers as a result of the consider- 
able trauma on the nipple through prolonged suckling. 

There are other desiderata of vital importance. 
needless to say, must be willing and keen to feed her baby. She 


The mother, ; 


$n, 


must be prepared to devote most of her time to the new arrival, 
especially during the first two months. She should make all 
necessary arrangements at least 15 minutes before each feed—about 
5 minutes of which should be devoted to the toilet of the nipples 
and their preliminary expression. She should be seated comfortably 
in a low chair and so placed that the nipple falls easily into the 
baby’s mouth, and should ascertain that the infant can breathe 
freely through its nostrils. While she is feeding her infant she 
should be alone in her room and not disturbed, in order to give 
her undivided attention to her babe. 


Summary. 

Every mother should express some milk from both breasts just 
before each feed. This is more helpful than emptying the breast 
after the feed. This procedure ensures the patency of the lactiferous 
ducts and free outflow of milk. The use of both breasts at each 
feed, 5 minutes on the first and 15 minutes on the second, is strongly 
recommended. The above procedures obviate feeding troubles in 
many cases. 








UNILATERAL HYPOTONY DURING 
ANAESTHESIA 


BY 
INA BRITTAIN, M.B., B.Ch., B.A.O. 
AND 


G. J. C. BRITTAIN, M.D. 


Apart from the findings of Lyle and Fenton (1934) there appear 
to be no references in the current literature with regard to 
a decrease in the intraocular tension during anaesthesia, and 
none in which a unilateral reduction in intraocular tension is 
described from any cause during general anaesthesia. 

It is the object of this contribution to show that during 
anaesthesia a unilateral reduction in intraocular tension may 
take place from pressure exerted on the globe by a badly 
adjusted rubber face-mask. The condition was first discovered 
after an anaesthesia of 14 hours’ duration, under which an 
extensive repair was necessary for a badly crushed and 
lacerated hand. Pre-operative medication consisted of morphine 
1/6 gr. and hyoscine 1/150 gr. 


The patient, a man aged 45, was induced with pentothal sodium 
followed by nitrous oxide and oxygen, using a closed-circuit 
technique. Small’ amounts of pentothal sodium were added from 
time to time during the course of the operation, 15 c.cm. (0.75 g.) 
in all being used. On removal of the face-mask at the end of the 
operation it was at once noticed that the inflated rubber rim of the 
mask had been resting directly over the right globe and there was a 
small reddened area extending from the inner. third of the supra- 
orbital margin to the centre of the infraorbital margin in a direct 
line across the lids. The right pupil was found to be widely dilated 
and the left contracted. (Anaesthesia was at this time light, the 
patient being only in the upper plane of the third stage.) A very 
sluggish light reflex was obtained on the right side, and the intra- 
ocular tension was found on palpation to be so much reduced that: 
it was thought a posterior rupture of the globe might have been 
overlooked before the start of the operation. An examination of 
the fundus was attempted, but owing to the dryness of the cornea 
no detail could be defined. A more accurate estimation of the 
tension was obtained by the use of the Schidtz tonometer, showing 
the tension in this eye to be below 10 mm. Hg. The tension of 
the other eye was within normal limits. (See Case 1, Table I.) On 
examinirig the patient the day after operation it was found that 
the tension in the right eye had improved. No history of any 
previous eye symptoms could be obtained from the patient and 
there was. no history of injury. The tension continued to improve 
and the patient was seen by the honorary ophthalmic surgeon, who 
confirmed the decrease in tension and absence of any other 
pathological condition. On the tenth day after operation the tension 
was equal to that in the other eye and the visual acuity was normal 
in both eyes. 

As this case was of considerable interest from both the 
ophthalmological and the anaesthetic points of view, it was 
decided in future to examine cases as a.routine immediately 
after operation—both where the anaesthetic mask had been 
fitting closely over one eye and otherwise—in order to determine 
whether any changes in the intraocular tension had taken place; 
also to try to discover whether the condition was produ 
purely by pressure from a closely fitti-g mask, or if the type 
of anaesthetic used, the condition and age of the patient, of 
length of operation helped to play any part. A unila 






i 


a 





Th 
tensio 
and | 





easts just 
the breast 
actiferous 
S at each 
Ss strongly 
‘oubles in 


re appear 
regard to 
esia, and 
tension is 


at during 
sion may 
a badly 
liscovered 
which an 
shed and 
morphine 


ial sodium 
sed-circuit 
ided from 
. (0.75 g.) 
ond of the 
rim of the 
here was 4 


‘ination of 
the cornea 
on of the 
r, showing 
tension of 
le I.) On 
found that 
ry of any 
atient and 
to improve 
rgeon, who 
any other 
the tension 


vas normal’ 


both the 
w, it was 
mediately 
had been 
determine 
ken place; 
produced 
f the type 
patient, 
unilater 


= Manca 31, 1945 


UNILATERAL HYPOTONY DURING ANAESTHESIA 








————— 


able I) by such an invesfigation, carried out after routine 
] operations on 300 cases at the Derbyshire Royal Infirmary. 
It can be seen from this table that cases occurred after 
all types of operation, irrespective of age, nature or length of 
tion, or type of anaesthetic in use. The only constant 
feature in each case was the fact that the mask had been 
fitting moderately tightly over one eye, although in no instance 
had any extreme pressure been applied. The degree of 
“tightness ” of the mask was just sufficient to ensure that no 
leakage occurred with the closed circuit in use. . Although 
pentothal sodium was employed for induction and/or mainten- 
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seduction in intraocular tension was demonstrated in 13 cases ~ other factor plays any great part in its production. As the 


configuration of the face varies considerably with the individual 
it is not always easy to adjust the mask to conform accurately 
to the contour of a particular face and thus maintain the 
air-tight connexion so necessary for use with a closed-circuit 
technique. Careful choice of the individual size and shape 
of the mask must be made, otherwise the rim will in many 
cases unavoidably rest wholly or in part on the globe of one 
eye, producing an abnormal pressure on this eye and a fall 
in the intraocular tension. 

The degree of pressure exerted by the face-mask in these 
cases was not severe, and changes in the intraocular tension 























TABLE I 
Case No. Age Operation Length of Operation Anaesthetic eee 
Immediate When Normal 
Re 
1 45 Lacerated hand 1} hours Pentothal, NO & O; R. below 10 mm. Hg On 10th day 
2 22 Compound fracture and laceration 1 hour N,O & O,, ether K ta a He 6 hours later 
of leg le a ; L. 25 mm. Hg 
3 76 Strangulated inguinal ‘hernia 2 5s N.O & O,, cyclopropane R. 18 mm. Hg 10 ,, he 
4 | 50 Suprapubic cystotomy and ligature 20 mins. N.0 &O, zk 3 Ee 10 ,, ” 
of vas i L. 10 mm. Hg 
5 35 Perforated gastric ulcer 40 ,, N,O & Oy, ether R. 16 mm. Hg 4G 
, Ls .H 
6 47 Radical mastectomy 1 hour Pentothal, N.O & O,, ether R. 15 a He Ss ” 
7 72 Strangulated inguinal hernia 2 -» N,O & O,, ether zK. 7 aan. He 4 » » 
8 54 Compound fracture-dislocation of ar Pentothal, NO & O Kk 3 om. He _ ” ” 
F L. 15 mm. H 
9 22 Appendicectomy _ igo N,O & Os, vinesthene R. 14 mm. He >. ” 
10 | 56 Excision of vulva 1} hours NO & O,, trilene x 2 pert He St » »” 
; ; L. 30. mm. H. ; 
it 42 Intestinal obstruction 14» Pentothal, cyclopropane, oxygen R. 28 oak: He 7 ow ” 
L.15 .H 
12 52 Crushed hand 1 hour Pentothal, N,O & O, R. 10 my He Fae ” 
: : L. 28 mm. H 
13 58 Intestinal obstruction 1} hours Pentothal, cyclopropane, oxygen R. 30 mm. He it” ” 
i , : L. below 10 mm. Hg 
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ance of anaesthesia in six of these cases, with the exception 
of three cases (Nos. 1, 12, and 13) the lowering of intraocular 
tension was no greater than with any of the other anaesthetic 
agents in use. It should, however, be noted that it was in 
these three particular cases out of the whole series that the 
greatest decrease in intraocular tension occurred. The type 
) of mask used in all cases was either the McKesson or the 
ordinary face-mask with an inflatable rubber rim, held in place 
by Clausen’s harness. 

Following on the above observations, it was decided to try 
to produce the phenomenon artificially in the unanaesthetized 
patient, and we are indebted to~ several colleagues who 
volunteered for the experiment. .An ordinary mask was strapped 
over the face in such a way that the inflatable rim covered one 
d eye, using only moderate pressure. After 30 to 40 minutes the 
mask had to be removed owing to severe pain experienced in this 
eye, and it was then noticed in all cases that the tension of the 
eye in question was decreased. This was confirmed by tono- 
meter readings (see Table II). Some blurring of vision and 
pain in the affected eye were noticed for two to three hours, 
and the intraocular: tension had returned to normal within six 
hours or less in all cases. Examination of the fundi revealed 








no abnormality. 
TABLE II 
Case pg hs ee Tonometer Readings | When Normal 
A $+ hour R. 28 mm. Hg 2 hours later 
*L. 13 mm. Hg 
B eo *R. 14 mm. Hg By Pr 
L. 25 mm. Hg 
Cc 40 mins. R. 24 mm. Hg 4° ”» 
*L. 10 mm. Hg 
D 35: si *R. 15 mm. Hg 5 
L. 20 mm. Hg 
E + hour *R. 15 mm. Hg y ss 
L. 28 mm. Hg 




















* Denotes eye on which pressure was exerted. 


The findings obtained seem to indicate that the reduced 
lension is entirely due to the pressure exerted by the face-mask, 
and when this fall in tension occurs during anasthesia no 


were noticed in some instances even where the mask, although 
pressing on one eye, was fitting quite loosely. It is interesting 
to note that Magitot and Bailliart (1919) described experiments 
in which they found a marked fall in intraocular tension 
following the application of weights to the eye which varied 
from 10 to 90 g. Each weight, however small, caused a 
diminuition in tension in normal eyes. Pressure exerted by 
an anaesthetic mask is of course far in excess of 90 g. On 
the application of artificial pressure to the globe there is a 
transient rise in intraocular pressure which leads to the expul- 
sion of the intraocular fluid through the canal of Schlemm and a 
consequent fall in the tension, which is in turn followed by a 
prolonged rise due to the effects of the vascular reaction 
involved (Duke-Elder, 1940). The gradual rise to normal 
tension in the affected eye noted in this series of cases has 
taken on an average 6 to 9 hours, although Case 1 took as 
long as 10 days. This gradual return to the normal intraocular 
tension is immediately followed in all cases by a rise in tension 
above the normal (as compared with the other eye), which 
may be maintained for several hours—nine hours being the 
longest recorded here, while on the average it has been two 
to four hours (see Graph). This is followed by a return to 
the normal tension, at which it remains constant. 
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Graph showing time taken in an average case for the tension 
to return to normal, followed by a rise above normal lasting 
between 2 and 4 hours. 


This rise above the normal tension, which is’ occasionally 
pronounced and may be prolonged, is of importance, as it 
seems likely that an acute glaucomatous attack may in this 
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way be precipitated in a susceptible patient. It may be that 
the development of an acute glaucoma, which on rare occasions 
follows operation and which has previously been ascribed to 
premedication with atropine, may really have been due in 
whole or part to this phenomenon. It is necessary to point 
out that in this series of cases hyoscine and not atropine was 
used pre-operatively ; all readings were taken with the Schidtz 
tonometer, and in conscious patients gutt. holocaine 1% was 
used as a local analgesic. 


Summary 


Thirteen cases of unilateral hypotony have been described follow- 
ing anaesthesia in a series of 300 cases. 

The aetiological factor has been shown to be the pressure exerted 
by the rim of a badly adjusted face-mask, and the importance of 
the choice of a correct size and shape of mask is stressed. 

The nature, length of operation, age and condition of the patient, 
and type of anaesthetic used, seem to play little or no part in the 
production of this unilateral hypotony, although pentothal sodium, 
which is known to cause a bilateral reduetion in tension, no doubt 
tends to exaggerate the effects caused by pressure, as instanced by 
Cases 1, 12, and 13. : 

The possibility of the occurrence of acute glaucoma in the affected 
eye should be borne in mind, as the lowered intraocular tension is 
followed by a rise above the normal which may last for some hours. 


We are indebted to Mr. C. H. Bamford for his continued help 
and encouragement during this investigation, and also to the other 
members of the honorary surgical staff for permission to publish 
their cases. 
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PSYCHOLOGICAL REACTIONS IN THE 
WOUNDED 


BY 
LOUIS MINSKI, M.D., F.R.C.P. 
Medical Superintendent, Sutton Emergency Hospital 


Apparently it is a fairly commonly held view that the wounded 
who develop neuroses have only slight injuries and that those 
who are severely wounded rarely suffer from neurosis. The 
reason given is that those who. have severe wounds are sure 
of being removed from the fighting area, at least for some 
considerable time, while the man with a slight wound may return 
to the front line in the course of a few days. According to 
those who hold this view, the neurosis is therefore an escape 
mechanism. : 


Investigation of a Group admitted with Neuroses 


The development of a neurosis cannot be explained in this 
simple manner, and in order to ascertain the true facts of 
the relation of wounds and neurosis; 54 patients who had 
been wounded and were admitted to the neurosis centre here 
were investigated. Of these, 39 were suffering from anxiety 
States, 8 from depression, and 7 from hysterical states. Their 
wounds were divided into three categories—viz., severe, 
moderate, and slight. In the first category were included, 
for example, mortar wounds of the right side of the face and 
the right leg (compound fracture), penetrating wounds of the 
chest, petrol burns of the face, neck, arm, etc. Among the 
moderate wounds were included g.s.w. of the right calf, 
g.s.w. of the left shoulder and forearm, shrapnel wounds of 
the mouth, etc.; while the slight wounds consisted of bullet 
wounds of the fingers, superficial shrapnel wounds of the 
arm, etc. .No head wounds were included, because of the 
special circumstances and symptoms associated with the post- 
concussive and post-traumatic syndromes. 

On this basis 24 patients had sustained severe, 26 moderate, 
and only 4 slight wounds. In assessing the category into 
which the patient should go, the wounds were regarded as 
being less severe than they actually were, so that over- 
emphasis was not laid on the severity of the injury. It will 
be seen, therefore, from these figures, that those with slight 
wounds are not the ones who predominantly develop neuroses. 
In investigating these cases, however, several interesting points 
emerged. 





First, constitutional predisposition is the most important§ i#! 
factor, and was present in 46 of the 54 cases. This consisted off iif 
a neurotic, psychopathic, or psychotic family history, a neurotie) 
personality (timid, worrying, moody, seclusive, inadequate, etc.), 
or a poor work record. In 23 cases there was a combination 
of a positive family history and a neurotic personality. This 
constitutional element is by far the most important factor inf Th 
determining a neurosis, but by no means the only one, 

Another striking feature is that of these 54 patients 46 had 
what may be called extremes of length of service. In other§ Th 
words, the men who had short service—viz., from 1 to 14 years 
—and then went into action, or those with 4 years or more, 
and were wounded, seemed to be more prone to break down, 
This may be due in the former to a lack of confidence and§ perso 
the fact that they had not been in action before. By this it is 


not suggested that all men who go into action for the first} ft: 


time and are wounded develop neuroses ; but these men had, 
as stated, a constitutional predisposition. When men have 
been in action together for some time a marked feeling of 
camaraderie develops which helps to give the neurotic a feel- 
ing of confidence. 

Many of the men with long service had been through severe 
stresses already—viz., the evacuation from Dunkirk, fighting 
in N. Africa, Italy, Tunisia, Burma, etc.—and the cumulative 
stresses, together with four to five years’ separation from their 
families, were sufficient to produce neuroses in constitution- 
ally predisposed persons. Many of these patients, although 
somewhat anxious and apprehensive in action, were able to 
carry on until they saw their pals being killed at the same 
time that they themselves were wounded, and this often 
precipitated a neurosis. 

A personal worry is often the final precipitating factor. For 
example, one patient who was wounded by a flying bomb in 
Belgium was perfectly all right until he realized that his family 
was in a part of this country exposed to flying-bomb attacks 
He then became anxious and apprehensive. Another patient, yease § 
who was at Arnhem, had mild anxiety symptoms, which became 
acute on arriving in this country when he found out that his} 41g 
wife, who was pregnant, had been bombed out and had no jmictur 
home to which to take the baby when it arrived. Much can His M 
be done by the welfare authorities to help patients in clearing punt 
up their domestic worries. 

Another factor in some cases was the extent to which the He 
wound would interfere with the patient’s peacetime career, 
Here reassurance or the use of the Ministry of Labour scheme} The 





for retraining of. disabled men can help in overcoming this | urine, 
difficulty. The proportion of volunteers to conscripts was ity @ 


22 to 32, and did not seem to be of any great significance |, 
Nor cid the question of age, which ranged from 19 to 38 







. Analysis of a Group admitted for Surgical Treatment only 


At the same time that those wounded who were admitted 
with diagnosed neuroses were examined, 38 wounded patients 
on the general side of the hospital were examined from the 
psychiatric point of view. Of these 38 cases, 18 were regarded 
as seriously wounded, 17 moderately, and 3 slightly. Although 
these patients were admitted for treatment of their surgical 
conditions only, 17 were suffering from definite anxiety states 
All the 17 showed marked constitutional predisposition, and 
of the wounds 10 were regarded as moderate and 7 as severe. 

In addition to these 17 patients, who required activ 
psychiatric treatment, 11 others had anxiety symptoms for 
several weeks after they were wounded. These symptoms 
consisted of anxiety dreams in which they relived their batthg: 
experiences, palpitation, sweating, and a feeling of tensene 
Many of these men were considerably upset by air-raid aler i 
and sudden noises, whereas they previously had been quite 
unperturbed by them. When tied to their beds by extensions, 
etc., several complained of a feeling of helplessness when 
alert went, and said they felt their “stomachs” turn Ovéf 
they sweated, and their hearts thumped. Most of these patient 
were considerably helped by being given sodium amytal 3-6 oF bumin 
at night, and none of them showed any marked constitutional the aif, 
features. Fauch b 

Two of these cases of frank neurosis were first diagnos, 100 
by the sister of the surgical ward, as on coming round from 
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micturition with pain in the penis, after a route march 


















-pcase conformed with no known type of nephritis. 
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the anaesthetic after their operation the patients began to abreact — ; 
’ trated in this case. 


feir battle experiences. The psychiatrist on duty was called 
» her, and he continued the abreaction ; and a day or two 
these patients stated that they felt much less tense and 
gxious than before the operation. The remaining 10 patients 
owed no neurotic symptoms and had very stable personalities. 

The age distribution and length of service were similar to 
those for the group admitted with neuroses, while the propor- 
tion of conscripts to volunteers was also comparable. 

The degree of severity of a wound bears little or no relation 
the development of a neurosis. Constitutional predisposition 
in the form of a positive family history, neurotic personality, 
o¢ poor work record is the most important factor, while 

nal and domestic worry, severe battle stress,-and length 
of service appear to be contributory factors. 

It seems certain that a large proportion of wounded (in this 
gries 28 out of 38=73%) suffer from undiagnosed anxiety or 
giher neurotic symptoms, and it would seem important to 

ion each battle casualty in base hospitals as to whether 
te suffers from battle dreams or other anxiety symptoms. In 
many cases the mild symptoms will clear up on giving sodium 
amytal, while the more severe cases should be referred to a 
psychiatrist. 
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Uraemia and Heat-stroke: An Exercise in Diagnosis 


The following case illustrates the importance of thinking again 
when signs and symptoms point to a certain diagnosis but the 
general clinical picture is not typical of, or even consistent 
with, the disease diagnosed. As my primary object in pub- 
lishing it is to illustrate a diagnostic argument, I will describe 
the case as the problem presented itself and not as a clinical 
case sheet. : 
Case History 


A lad aged 20 complained of pain in the right groin, and eg se 
in Italy. 
His M.O. found a tender swelling in the groin which was “ reduced 
easily into the scrotum ” and must have been the right testicle. He 
was admitted to the V.D. wing, where he continued to complain of 
isis and started vomiting. He had had two days’ constipation. 
was a rash on his body which was thought to be a sweat rash. 
He was transferred to the surgical division because strangulated 
hemia was suspected and there was no sign of venereal disease. 
The surgeons found that there was a heavy albuminuria; the 
une, in fact, solidified on boiling. There were also granular casts. 
He was somewhat vague mentally and lethargic; his tongue was 


dirty, and his temperature 101° F. He complained of weakness in 


the kgs. The blood urea was estimated and found to be 108 mg. 
per 100 c.cm. The triumphant diagnosis of nephritis with uraemia 
was made, and the case was shown to the physicians as a fait 
accompli. : ; 

The physicians, however, had the bad taste to remark that the 
i This ,was looked 
upon as a confession of ignorance, but it was argued that nephritis 


did not account for the frequent desire to pass small quantities of 


unne or for the pain on micturition. It could not be a case of 


teminal renal failure as the urine was highly coloured and well 
concentrated. 
Although} enough 
hypertension ? 


If, on the other hand, it was acute nephritis severe 
to cause uraemia, why was there no haematuria, oedema, or 
(The blood pressure was 105/90.) 


A period of contemplation on renal and extrarenal causes of 


uremia ended with the sudden revelation that it might be a case of 
heat-stroke. i 
route march took place at the end of a “scheme” which 
entailed several days’ marching in the heat of the sun. On the final 
day he had been taking turns in carrying a heavy weapon in addition 
to his own equipment. 
and it was established that the following symptoms may occur in 
heat-stroke: Mental changes, especially abnormal behaviour, lead- 


The patient was questioned again, and stated that Nae 
ad 


Memory was refreshed by reference books, 


M some cases to charges of insubordination; weakness and 


cramps; frequent micturition with pain in the penis; albuminuria; 
high blood k F 
tested and found to be 


urea; vomiting; loss of knee-jerks. The knee-jerks were 

1 absent. A qualitative test showed that 
was virtually absent from the urine. 

The forecast was made that with rest, fluids, and salt the patient 

cured in a few days. This was received with much 


Septicism, for in the minds of the surgeons albuminuria and 


maemia could only mean Bright’s disease. On the following day 
ood urea was 88 mg., the mental condition had improved, the 
umin was much less, and there were very few casts. Next day 
n was less than 0.5 g. per litre. Two days later he was 








“#Much brighter : 





diagnose 
‘ound frot 


er 100 






no albumin, blood urea 48 mg. Five days later ke 
S mentally normal and getting up: no albumin, blood urea 20 mg. 
c.cm., urinary chloride still somewhat diminished. 


The mental state described in heat-stroke was nicely i!lus- 
On the first day the patient described his 
urinary symptoms and the site of his pain in adequate but 
very vulgar terms, embarrassing in the presence of the ward 
sister. This was not considered to be diagnostic, as he came 
from the East End of Sheffield, but two days later gentility 
had returned and his nomenclature was completely revised. 


RosertT Piatt, M.D., F.R.C.P., 
Physician, Royal Infirmary, Sheffield ; 
A/Col., a Southern Army, 
ndia. 


A Simple Test for the Detection of Bile 
Pigments in Urine 


It has been shown that “adsorption colorimetry”” may pro- 
vide a convenient method for the estimation of coloured sub- 
stances such as mepacrine (Yudkin, 1945a, 1945b). The 
principle of this technique is the adsorption of the coloured 
substance on to a measured amount of white adsorbent 
powder, the intensity of the colour produced being propor- 
tional to the amount of the substance. “ Adsorption colori- 
metry ” may also be used for a qualitative test, and the present 
communication describes a simple method for the detection 
of bile pigments in urine by this technique. It requires only 
one reagent. 
THE TEST 


Materials.—Test-tubes; silica gel powder (preferably sifted so as 
to pass 60 mesh but not 120 or 130); a scoop delivering 0.25 ml. 

Method.—Take about 10 ml. of urine in a test-tube. Add about 
0.25 ml. of silica gel powder by means of the scoop. Shake up the 
powder in the urine at intervals of 1 or 2 minutes by holding the 
top of the tube and swirling sharply once or twice. After ten 
minutes allow the tube to stand for a minute or two while the 
powder settles and then gently. pour off the urine. Add a few 
millilitres of water, allow the powder to settle again, and gently pour 
off the water. A brown coloration of the silica gel indicates the 
presence of bile pigments. Mepacrine is also absorbed in these 
conditions, but its presence can be determined from the history of 
the patient and by the yellow colour developed on the adsorbent. 

Sensitivity—Some deeply coloured urines, containing no bile pig- 
ments, give a slight yellowish-brown colour. This is readily distin- 
guished from the deeper and browner colour produced by even 
small quantities of bile pigment. By making dilutions of urine con- 
taining excreted bile pigments it was shown that the method of 
“adsorption colorimetry ” will readily detect appreciably smaller 
quantities of pigment than those detected by the current “* bedside ” 
tests. It is, for example, about 15 times more sensitive than the 
iodine test and about 8 times more gensitive than Gmelin’s (nitric 
acid) test. It compares favourably with the more elaborate labora- 
tory tests, being, for example, only slightly less sensitive than the 
Fouchet test. With pure bilirubin dissolved in urine the approxi- 
mate limits of sensitivity were as follows: 


Minimal Detectable 


Test Concentration, mg/100 ml. 
Iodine «2 ee ae P oY 3 
Gmelin’s a ea 4 ee 1.5 
Silica gel .. ale a ae oe és 0.2 
Fouchet - es ea ‘ee 0.1 


COMMENT 


An indication of the usefulness of the test in practice is 
given by the results of the analysis of 100 samples of urine. 
Of these, 58 samples were negative by all of the four tests 
mentioned ; 42 were positive by both the adsorption and the 
Fouchet test ; 8 were also positive by Gmelin’s test ; and only 
one was positive by the iodine test. All but one of the 42 
positive samples were from patients with known hepatic dam- 
age. In these instances, therefore, the adsorption test was just 
as useful as the more elaborate Fouchet test and decidedly more 
useful than Gmelin’s or the iodine test. 

Silica gel powder, already sifted, may be obtained from 
Silica Gel, Ltd., Aldwych House, W.C.2. 


JOHN YUDKIN, M.D., Ph.D., F.R.LC., 
Captain, R.A.M.C. 
REFERENCES 
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Major Rolfe M. Harvey (Amer. J. Roentgen., 1944, 52, 487) states 
that 18 of 500 consecutive cases of atypical pneumonia had fractured 
ribs, and in 9 of them the fractures were multiple. The occurrence 


_of these fractures was not related to the severity of the pneumonia, 


and he believes they are caused by the severe, dry, irritating cough 
of this condition. He therefore suggests that, when excessive pain 
in the chest arises in the course of an atypical pneumonia and is 
difficult to account for by pleurisy, the possibility of a fractured rib 
should be borne in mind. 
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SEX ENDOCRINOLOGY 


Office Endocrinology. By Robert B. Greenblatt, M.D., C.M. Second 
edition. With foreword by G. Lombard Kelly, M.D. (Pp. 243 ; illustrated. 
22s.) Springfield and Baltimore: Charles C. Thomas; London: Baillitre, 
Tindall and Cox. 1944. 
This small, eminently practical, and informative book can be 
thoroughly recommended to those who are overwhelmed by the 
intricacies of present-day endocrinology, and have need of a 
simple and direct guide to the use of hormones in practice. 
The subject-matter is limited almost entirely to male and 
female sex endocrinology, and consists of a collection of post-: 
graduate -lectures in an abbreviated form. Theoretical and 
experimental data are mostly omitted, though there are chapters 
on the development of the gonad and the physiology of the 
ovary and menstruation—and excellent chapters they are, 
stating the latest views concisely and simply and giving just 
enough information to provide the background for hormone 
therapy. Not only is the management of such conditions as 
amenorrhoea, menorrhagia, and cryptorchism described, but 
also the more difficult and obscure symptom-complexes such 
as obesity, libido, hirsuties, menstrual malaise, headaches, and 
nervous-tension states. Full details of hormone preparations 
and dosage are given throughout, and there is a valuable sum- 
mary of the main actions of the various principles, together 
with a list of their proprietary preparations (British ones 
unfortunately omitted). Simple diagnostic techniques, such as 
endometrial biopsy, vaginal smear examination, testicular 
biopsy, and the method of implanting hormone pellets, are also 
described. 

The book bears witness to some differences in outlook which 
obtain in America as compared with this country. Thus there 
is only scanty reference to stilboestrol and other synthetic 
oestrogens which have never found much favour in the U.S.A. 
On the other hand, male hormone therapy for disorders in the 
female, which is not extensively employed in this country, is 
recommended, often as the treatment of choice, for nearly every 
condition mentioned. Such treatment is comparatively new and 
its proper place has not yet been determined, but it evidently 
has a strong advocate in Prof. Greenblatt. 

Many will object to the use of the term “ medical curettage ” 
to denote the induction of uterine haemorrhage or endometrial 
shedding by hormonal means, but the book contains little that 
warrants criticism. It is both instructive and fascinating, and 
those who turn to it as a practical guide can hardly fail to be 
stimulated to pursue the subject further in the more academic 
writings to which reference is made at the end of each chapter. 


ARTIFICIAL PNEUMOTHORAX 


Artificial Pneumothorax in Pulmonary Tuberculosis : Including its Relation- 
ship to the Broader Aspects of Collapse Therapy. By T. H. Rafferty, M.D. 
Introduction by Henry Stuart Willis, M.D. (Pp. 192; illustrated. $4.00 
ur 21s.) New York: Grune and Stratton; London: William Heinemann. 
Artificial pneumothorax has been increasingly used during the 
past 25 years at least, yet (as Dr. Henry Stuart Willis puts it 
in the introduction) “a detailed study from England a few 
years ago left one in a totally equivocal state of mind as to 
its merits.” He presumably refers to F. J. Bentley’s report to 
the M.R.C. in 1936 on “ Artificial Pneumothorax: Experience 
of the London County Council.” But Dr. Rafferty shows how 
impossible it is to assess statistically “ the real long-term value ” 
of artificial pneumothorax, particularly as not enough material 
of patients treated on modern lines and followed up for an 
adequate period is at present available. Nevertheless he leaves 
little doubt about its important place in the treatment of 
pulmonary tuberculosis provided indications and management 
are based on certain definite principles—principles that must 
show full appreciation of the differences between effective and 
ineffective pneumothorax, and include wider use of broncho- 
scopy and pneumonolysis. Complications occur or bad remote 
results will often follow when these principles are ignored. 
While it is now generally recognized that collapse measures 
other than artificial pneumothorax are preferable in certain 
circumstances, it may appear revolutionary to reject the idea 
long held that an artificial pneumothorax should always be 


fF _ 
attempted before a thoracoplasty is done. But the techniq het 
and results of this operation have so greatly improved inf, fe 
recent years that a primary thoracoplasty is, according tg ¢ ; 
Dr. Rafferty, indicated (1) in those in whom the extent of °; 
the disease calls for permanent collapse, (2) in those in whom aid 
there is great risk of pleural infection, and (3) in those inf aoblel 
whom interference with bronchial drainage, due to bronchial a rf 
tuberculosis, renders pneumothorax dangerous. From this \ 
may anticipate the author’s clear demonstration of the danger} yithou 
signs in artificial pneumothorax if complications are to bef this bo 
avoided. Of special interest in this connexion should be ‘the) 
sections on tracheobronchial tuberculosis and on the tension 
cavity—subjects which have only very recently received the 
attention they deserve. It should no longer be necessary to 
stress the very important role of pneumonolysis in obtaining 
an effective pneumothorax, but Dr. Rafferty maintains that 
“logic and increasing experience therefore seem to dictate the 
course of severing nearly all adhesions that can be severed with 
safety, unless there are definite contraindications or unless 
the adhesions clearly are remeved from the diseased areas.” 
Moreover, he leaves the impression that complications after 
pneumonolysis should be rare if the operation is done wisely, 
early, and well. Since there is a general tendency to be 
reluctant to abandon a pneumothorax (and in this one 5 
perhaps influenced by the possible immediate psychological 
reaction of thé patient), Dr. Rafferty rightly insists that artificial 
pneumothorax should be regarded as an exploratory procedure, 
to be abandoned at once, before any harm ensues, if it proves 
inadequate—to be regarded thus, we would add, by the patient 
as well as by the physician. 

In the concluding chapter certain minimum standards are} and co} 
suggested as “ possibly adequate ” in the application of collapse | insiituti 
therapy. No one who has studied this monograph will con-}cm of 
sider these too exacting, or fail to be convinced that the 
treatment of pulmonary tuberculosis should be undertaken only 
in institutions where full surgical facilities are immediately 
available. 

This is evidently not intended to be a comprehensive text- 
book on collapse therapy of pulmonary tuberculosis, so that 
a few omissions or scant consideration of some aspects of 
the subject may be forgiven. But, in addition, the author 
leans very heavily indeed on the results of other workers, the | rontim 
illustrations are few and the skiagrams not well reproduced, | the fur 
and the style is often ponderous or tends to suggest dogmatism, | special 
which may alienate some readers. Nevertheless most will agree ‘ 
with Dr. Willis that “the refreshing point of view which 
Dr. Rafferty presents in his book bespeaks the best thought 
on this subject.” Certainly no one connected with the treat- 
ment of pulmonary tuberculosis should fail to read the book. 
It should perhaps be mentioned that phrenic paralysis followed 
by pneumoperitoneum is not discussed, but this combined 
collapse measure has only. very recently been introduced, and 
its use in relation to collapse therapy as a whole must still. 
be regarded asin an experimental stage. 


CHILD GUIDANCE 


An Introduction to Child Guidance. By W. Mary Burbury, M.B., BS., 
D.P.M., Edna M. Balint, B.Sc., and Bridget J. Yapp, M.A. (Pp. 200. 
7s. 6d.) London: Macmillan and Co. 1945. 


This is an excellent iittle guide to the whole subject of child 
guidance written by a team of experienced and enthusiastic 
workers who know how to collaborate and pool their knowledge. 
It is written in simple language and is easy to read, even by 
those not versed in modern psychological technicalities, and 
can be strongly recommended not only to doctors but to all 
who are interested in the social services. The book makes 
it clear that in guiding the child it is essential that the whole 
situation in which the child finds himself—home, street, and 
school—must be studied, and that both the child’s relations 
to others and their reactions to him must be fully appreciated, 
hence the value of the team of psychiatrist, educational psycho§=—_ 
logist, and psychiatric social worker. The psychological treat 

ment of the child is quite different from that of the adult, Wang 
since he cannot be expected to co-operate verbally and intelpagirati 
lectually as does the grown-up. Emotional rapport is necessarygwo sta 
however, and none will be successful with him who does nO at 
love children. Play, drawing, story-telling, and indirect implict}y. t 
tions from observations at home and at school, of parents allie Bot 











Lieut. | 


employ 





















Proved. jptamlescents, but an indirect application of analytical knowledge 
ording essential. 
extent off ft is of course impossible to convey on paper exactly how 


in whor guidance is done, because each case is an individual 
_ those i which is worked out as much by the emotional 
bronchialf of all those concerned as by any formal process, but 
m. this who wish to know as much as possible about the subject 


he danger# githout learning and practising the art themselves should read 





Are to bell iis book. 
le tension 
cived thi Notes. on Books 


cessary to A yearbook which we had hoped not to see again in its existing 
obtaining§ fom is the Fire Protection and A.R.P. Year Book (London: Lomax, 
: BF ti d Co. Ltd.; 7s. 6d. post free), but with the prolongation 
tains thaty Sine 3” e eae , 
; of the war the letters “ A.R.P.” still have a lively meaning. This 
lictate the five annval contains an extraordinary amount of well-compacted 
vered with igiormation on various aspects of civil defence. The section on 
Or unless} ayipment for first-aid stations, rescue parties, wardens’ posts, and 
>d areas,.”§ ambulance satchels is particularly useful, and so are the articles 
ions after} ierpreting recent Acts of Parliament and statutory rules and orders. 
ne wisely, Tiere is also a directory of various services. We hope that next 
cy to be year this work will appear in “‘ civvies ”; there is scope for a manual 
" ~ bof the kind in peacetime. Ordinary fires, apart from those due to 
is one 1S} enemy action, are said to be on the increase, and the toll of accidents 
chological on the roads and in industry is hardly likely to grow less, so that 
't artificial | io keep as many people as possible informed on fire protection and 
procedure, }first aid-will be a useful service. 
it proves 
he patient 


A.pamphlet on The Estimation of Vitamin A, by Mr. N. T. 
GeincEMAN of the Research Laboratories of Lever Brothers and 
Unilever Ltd., Port Sunlight, Cheshire, has been privately printed, 
dards arefand copies are being distributed free of charge to many individuals, 
f collapse | insitutions, and libraries. Application should be made to the author 
will con-}oue of the company at that address. 


| that the 
taken only 
amediately 








Preparations and Appliances 








nsive text- 
is, so that 
aspects of 
he author 


TWO PIECES OF SUCTION APPARATUS 

Lieut. P. F. JONES, R.A.M.C., writes: 

Ihave recently heard that two simple pieces of apparatus 
employed by me as a house-surgeon have been found of 
orkers, the | ostinuing use in the hospital. No originality is claimed for 
eproduced, | ihe fundamentals of either apparatus, but as they require no 
logmatism, }speial materials in their assembly I venture to present them 
will agree ier 

iew which TL. 
st thought 
the treat- 
the book. 
is followed 
combined 
duced, and 
must still. 
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M.B., BS., 
(Pp. 200. 
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8. SKETCH 


DIAGRAM 1 DIAGRAM 2 






Wangensteen’s sucker is of especial value in continuous gastric 
*iration and can readily be improvised from the components of 









s necessarygwo standard M.R.C. transfusion sets. Bottle A (Diagram 1) is 
o does noigitd with tap water and set up as for a transfusion. To the air 

t implicef.” tube is attached a length of rubber tubing, with clip D, con- 
ect Implie'Hcied to the short tube in the cork of Battle B. The air inlet tube 





sarents alltitt Bottle B is connected to the Ryle’s tube via a further length of 
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technic sashy . are used. There is little formal analysis even with tubing. The aay from Bottle A to the drip chamber is continued 


into the receiver, When both clips are open, water flows from 
Bottle A into Receiver C. The vacuum created above the water 
in A is transmitted to Bottle B, which acts as a reservoir for the 
aspirate drawn into it: the character and volume of this material 
can be seen at a glance. When emptying Bottle B, or filling Bottle 
A, both clips should be closed. One important detail is that the 
tubing in Receiver C should dip below water—otherwise air will 
be sucked back into Bottle A at intervals, and the negative pressure 
a 2 nigel lost. ‘ 

This apparatus was first assembled one night at 1 a.m. in a space 
of fifteen minutes and maintained continuous and satisfactory 
gastric suction for three days. This success was repeated in a 
number of adult cases and also on a six-months-old infant with 
severe post-operative vomiting. 

The sucker can also be used, in conjunction with the second 
device, for suprapubic drainage. All that is needed is a piece of 
quarter-inch glass tubing, 10 in. long, having arms 2 and 8 in. long 
set at an angle of 80 degrees to each other. 

At operation, rubber tubing with an internal diameter of at least 
half an inch is used as the suprapubic drain, and.is allowed to 
project three-quarters of an inch above the skin. When the patient 
returns to the ward, the short arm of the sterilized glass tubing is 
placed in the lumen of the drainage tube and the long arm is 
strapped to the abdominal wall and connected up to the sucker 
pe doe 2). The urine which fills the suprapubic tube is sucked 
off through the glass tube at a level below that of the bladder wall 
as the patient lies in bed. It can never, therefore, reach a level at 
which it can soil the skin or seep up around the drainage tube. 
The patient is kept dry and comfortable and his wound heals rapidly. 

The best dressing was found to be plain gauze over the wound 
and fluffed cotton-wool around and over the tubes, the whole being 
held in position by a many-tailed bandage. 

It is a pleasure to acknowledge the advice and encourage- 
ment given me by Prof. J. Paterson Ross and Sister E. C. 
Hall in the development and maintenance of these devices. I 
have to thank the D.D.M.S., Paiforce, for his permission to 
submit this note for publication. 


MOBILE OXYGEN TENTS 


The 24-hour rental service for the dispatch of all types of 
modern oxygen tents to hospitals. and private patients, which 
has been available in London and the Home Counties during 
past years from Oxygenaire, Ltd., 8 Duke Street, W.1, has been 
extended to three new areas. Oxygenaire tents can now be 
delivered on loan for urgent cases in these areas by telephon- 
ing at any time of the day or night to the following: Oxygen- 
aire (Bristol) Ltd., Abson 81; Oxygenaire (Birmingham) Ltd., 
Calthorpe 1737 ; Oxygenaire (Manchester) Ltd., Sale 5218. 

The accompanying illustration represents the latest design 
in infants’ mobile oxygen tents for transportation by ambulance 





























to infant’s home or scene of accident. The unit comprises a 
detachable tent on a trolley fitted with cupboards. A high 
oxygen concentration can be rapidly obtained from a control 
panel fitted with a circulation control, de-oxygenator, and 
extraction control. The temperature of the tent can be regu- 
lated from a compartment for hot-water bottles. 
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WORK OF A FIELD AMBULANCE IN THE 
BATTLE OF NORMANDY 


BY 


F. S. FIDDES, M.B., Ch.B. 
Major, R‘/A.M.C. 


The title of this article has been chosen for convenience rather 
than accuracy, for it is proposed merely to give a statistical 
review of the cases handled in the advanced dressing stations 
successively established by the headquarters company of a field 
ambulance during the period July 1 to Aug. 24, 1944. It is 
not intended to discuss the tactical and administrative con- 
siderations which are so important in the field, or to describe 
the layout adopted or the scope of medical work attempted. 
The arduous and often gallant work of the bearer companies 
will receive no more than this passing mention, as will the 
work of the ambulance drivers, whose scarred vehicles bore 
witness to their hazardous employment. It is gratifying, how- 
ever, to be able to record that in all respects the training and 
planning of the waiting years were proved sound and well 
adapted to meet the strain of actual war. 

The period- under review has been arbitrarily entitled the 
Battle of Normandy. It began with the earliest attempts to 
break out of the bridgehead, which, though still small, was 
well established by the end of June. It included a spell of 
very bitter fighting in the vicinity of Caen and on the Orne 
River. It ended with the virtual closure of the Falaise— 
Argentan gap and the liquidation of the German Seventh Army. 

During the 55 days thus covered an advanced dressing 
station was fully established and open on 45 days, on ‘seven 
successive sites. The remaining 10 days are accounted for by 
three days in rest and seven days occupied in movement or in 
harbouring during movement. The total number of cases 
handled was 2,641, of which rather more than half (1,476) 
were attributable to battle conditions (battle wounds, battle 
accidents, and battle “ exhaustion ” cases), and rather less than 
half (1,165) were of incidental origin (accidental injuries, sick 
and dental cases). The average number of cases dealt with 
while in action was therefore 55 to 60 a day, the greatest 
number on any single day being 250. 

With the personnel and equipment available, it is considered 
that 250 cases in one day is about as many as can be handled 
by the headquarters company of a field ambulance without 
loss of efficiency, especially if that total includes a high pro- 
portion of battle casualties and if resuscitation is being carried 
out in the cases which require it. This is not to say that greater 
numbers have not been dealt. with within 24 hours with the 
assistance of reserve bearer-company personnel, but as a 
general statement it is probably correct. Seriously and exten- 
sively injured men need handling with skill and care, and 
adequate first-aid measures in such cases occupy a consider- 
able time. That the expenditure of time involved is worth 
while was repeatedly made obvious by the extraordinary 
improvement in the patient’s general condition after careful 
manipulation, adequate dressing and splinting, ingestion of 
fluid, and the short rest, quite apart from the beneficial effects 
of transfusion in those cases in which it was considered 
necessary. 

Type of Casualty and Disposal 

The categories into which the various “ casualties ’’ fall and their 

disposal are summarized in Table I. 


TABLE I.—Type of Casualty and Disposal 




















: To F.D.S. To To F.D.S. | Returned 
Type of Casualty | Died for CCS for Minor to Total 
Resuscitation |~*~*~"} . Cases Unit 

Battle wounds 12 83 792 72 64 1,023 
Battle accidents .. — * 4 62 13 14 91 
Battle exhaustion — — — 313 49 362 
Accidental injuries | — 1 91 28 78 198 
Sick tA . — — 115 291 298 704 
Dental cases — _— — — 263 263 
Total 12 | 86 1,060} 717 766 | 2,641 

















From Table I it will be seen that 1,863 cases required evacuation. 
The running time taken by ambulance cars to reach the C.C.S. 
varied at different stages of the advance from 1 hour to 3 hours, or 





even more by night or when much other traffic was on the road. In 
general, however, the time was relatively short, and if the Patient 
could be dispatched in satisfactory condition one had little fear of 
undue deterioration during transport. The motor ambulance convoy 
service was excellent. When a Divisional field dressing station was 
established as a resuscitation centre it was normally sited close to of 
even alongside the advanced dressing station. Consequently ther 
was no loss of time in the evacuation of those grave cases which Face 
needed transfusion and other resuscitation measures. Where no such 
centre was available, resuscitation and transfusion were carried out 
in the A.D.S. Ches! 

Evacuation of exhaustion and minor cases to the Divisional} ‘apd 
F.D.S. established for their reception was carried out in field Back 
ambulance cars, and presented no real problems. If the necessity 
for ambulance cars in the forward area precluded their availability§ Upre 
for such rearward evacuation it was usually possible to borrow from 


— 









the field ambulance in reserve for this latter purpose. Lowe 

Multi 

Battle Casualties : Wounds Blast 

Actual battle wounds provided the most numerous type of casualty} ~ 1 

dealt with, totalling just over a thousand, of whom approximately} _ 
50% were lying (stretcher) cases and 50% walking (sitting) cases, 

This differs from the “ traditional” expectation of 40% lying andj seve! 

60% walking, but is in agreement with the previous recorded ex.) whet 


perience in this war. The increased incidence of lying cases jgf/ tuna 
possibly due in part to the greater disabling power of modem 
missiles, as has been suggested. But another explanatory factor 
may be found in the improved conditions of evacuation from the 
forward areas and the lower casualty rate as compared with the 
war of 1914-18. The use of carriers ahd jeeps, and the ability of 
small ambulance cars to maintain a good service from the regimental 
aid post, have made long hand-carrying fairly exceptional and 
ambulance accommodation fairly liberal. Consequently a certaing Fo 
proportion of cases have rightly been made stretcher cases who in 
other circumstances might necessarily have been encouraged to 
remain as walking cases, at least till the dressing station was reached, 
The total of 1,023 battle-wound cases was made up as shown in 

Table II. 
TABLE II.—Incidence of Battle Wounds 





British military So At es ne 
German military ry = Os a bs a “6 93 
French civilian o i ee - sg Si te 22 
. 1,023 





Total .. 





The majority of the German military wounded were brought 
in during the later stages of the period under review. Prior 
to that, the taking of German wounded was comparatively rare, 9 
that it must be supposed that their collection and evacuation wa 
proceeding satisfactorily. In the later stages, however, Germa 
forward medical posts were overrun before their occupants could kf Tab 
evacuated, and a number of German wounded were brought in wh 
had lain out for days and were consequently in bad condition. Th 
only cases of established gas gangrene seen in the A.D.S.—three it 
number—were in German wounded. 


TaBLeE NI.—Disposal of Battle-wound Cases 





Dead or dying on admission ba i oe “t ma 12 
To resuscitation centre (Div. F.D.S. Ae cs ‘is 83 Teter 
To C.C.S. ay << Bt b% eS Re +s oe = 
To F.D.S. for minor.cases_.. eet ne = ae * 72 Sev 
Returned to unit (or home, in case of civilians) .. ye eg 64 OF 


.. 1,023 Rel 
Total .. ie Se - ee ae re 1,0 Slig 











The total recorded in Table III as sent to C.C.S. included 30 cass 
given special resuscitation measures in the A.D.S. before evacuationg The 
making the total of cases requiring resuscitation (i.e., Group J in four 
cases) 113—say 10 to 12%. Fourteen cases were transfused wi handlir 
plasma in the A.D.S., and approximately 50 out of the 83 c attentic 
transferred to the resuscitation centre were transfused there. | anythin 
such cases were evacuated to the C.C.S. with continued transfusiog stand i 
in progress. It can reasonably be assumed that a certain prope the cas 
tion of the other cases would be considered to require transfusiog daily t 
at the C.C.S. before, during, or after surgical treatment; and % On the 
this assumption is agreed, then the present series of figures seem The , 
to conform fairly well with the general proposition that has bee™ will be 
made—namely, that 10% of battle casualties need transfusion % played 
some stage in their evacuation. Perhaps the percentage should MB account 









slightly higher. explosiy 

There were many cases of multiple wounds, of course, but wie infan 
one wound was obviously major in comparison to the remaind@g ®t. ai 
the case has been classified according to the location of that majig Portion 
wound (Table IV). Only two of the penetrating chest wounds gd 


two of the penetrating abdominal wounds are recorded as not 0 
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: TasBLe I1V.—Location of Battle Wounds Taste VI.—Causative Agent 
Mod, Sev. y% me. aa ee . 
Site of Injury Severe} or Total % | Antici- Shellwounds{ Mortar |. 251+ .. ..  .. 2. 692 
Slight pated ? a -- 181 
32 37 9 5 Rite Bg $6 
sis ae 6! 6:7 ime  .. “4 
Head iis cussing 7 7 54) Gunshot wounds 4 piso) "7 6 ze a ins 
Face 4 Eyes He 2 10 12> 80| 7:8 < ? ya ee 
Ears (blast) 12 14 4 By mines and booby traps .. ate i a es 40 34 
Neck BS 3 3 14 17 1-6 » grenades .. -F i as a *s as v6 26 
f Penetrating 23 2 25 55 5-4 5 Effects of H.E. blast .. bg eee 4 19 
Chest) Non-penetrating 2 28 30 Burns (from phosphorus grenades or direct hits on vehicles) 6 
Penetrating .. 22 a 24 40 3-9 5 Wounds of uncertain origin (mostly H.E. or mortar) .. ae 75 
Non-penetrating 2 14 16 : 
ee: .. 3 Oe 53 6:3 ee Total oa a eet ae aa 
. Above elbow 26 116 142 
Upper limbs Elbow 5 4 16 20 +288 28-2 30 ° 
ye cel one OE ian altered circumstances, but it is unlikely that any of the other agents 
Lower limbs4 Knee 7 8 39 47 $3541 346 36 mentioned in Table VI will equal the mortar and the field gun. 
_ [Below knee 26 99 125 The aerial bomb is their only possible rival if one excludes chemical 
Maltiple = 8s “4 7 ee Fa = warfare and the possible secret weapons of the future 
Total 257 766 1,023 | 100-0 _ Battle Accidents 




















—_ 


severe. Even such a small number calls for explanation, however, 
where penetrating wounds of that nature are concerned. Unfor- 
tunately, the reasons for considering them as being only of moderate 
severity were not recorded and cannot be recalled by the medical 
officers concerned. The incidence of wounds of the back and 
buttocks (the latter included among the wounds of lower limbs— 
above knee) might seem surprisingly high. The explanation is that 
mortar and air-bursting shells inflict a high number of such injuries 
on soldiers lying prone on the ground or even in slit-trenches or 
ditches. 

For interest and comparison, the final column of Table IV shows, 
where comparable, the anticipated percentage location of wounds. 
These figures were used as a basis for training and preparation, and 
are themselves based mainly on last-war statistics, as very little 
corresponding information has been found available regarding battle 
casualties in this war up to date. There is a fairly close correspon- 
dence. Moreover, it will be noted that where the actual incidence of 
wounds is higher than that anticipated, it is in sites where the 
incidence of severe cases is also high—head, face, and neck, chest, 
and abdomen. As the figures upon which the anticipated incidence 
was based were chiefly those furnished by base and home hospitals, 
the correspondence would have been closer if the mortality of such 
cases en route had been allowed for—i.e., if the anticipated incidence 
in the field of such severe cases had been slightly increased and the 
incidence of leg and arm wounds correspondingly reduced. If, after 
the war, the statistics from our base and home hospitals show a 
similar discrepancy it will be interesting confirmatory evidence that 
} the severely wounded man in this war has in fact a better chance 
of survival than his predecessor of 1914-18. 

Table IV shows that approximately 25% of the total were severe 
cases. It is possible, however, to indicate degrees of severity in 
greater detail, and to correlate these with ultimate disposal, as has 
been done in Table V. This, while admittedly a general approxima- 
tion, is useful to bear in mind when planning the accommodation 
and routine of an A.D.S., and, though it is hoped that the necessity 
for such planning will soon be past, it is included for that reason. 


TABLE V.—Severity of Cases and Disposal 





Dead or dying LIA 

Very severe .. Ss Ae 12% For resuscitation 

Severe .. s0 a ‘ive 12 

Of moderate severity ve 50% To C.C.S. 

Relatively slight 4 ae 12% 

a a sed oe hy pti 3 To F.D.S. for minor cases, or R.T.U. 








_ The important lesson to be drawn from Table V is that one case 
in four or five will be severe or very severe, and will require. skilled 
handling by possibly two or three orderlies and perhaps the personal 
attention of a medical officer for a very appreciable period of time— 
anything from 10 minutes up to an hour. These are the cases which 
stand in greatest need of.early and skilled first aid, and these are 
the cases which tend to suffer most during rush periods or if the 
daily total rises to undue proportions. Hence the earlier remarks 
on the desirable maximum of 250 cases a day for an A.D.S. 

The complete absence of wounds from aerial bombing in Table VI 
will be noted as a reminder of the great part in the campaign 
Played by a dominant Air Force. Shell wounds—mortar or H.E.— 
accounted for three-quarters of all battle wounds seen. High- 
explosive shells claimed the greatest number of victims overall; but 

infantry battalions alone are considered, the relative frequency of 

E. and mortar wounds would be reversed. The very high pro- 
Portion of H.E. and mortar wounds reflects, of course, the relatively 
Mlatic, bitter to-and-fro fighting which occupied a considerable part 

the period under review. Proportions may vary somewhat with 


The term “ battle accident ” has been reserved for those injuries 
whose occurrence was linked directly with battle conditions (Tables 
VII and VIII, such as a gunshot wound due to the accidental dis- 
charge of a weapon when creeping through a hedge during an attack, 
or a sprain or laceration due to a fall in advancing over rough 
ground in the dark or to a hasty jump into a slit-trench to avoid 
enemy fire. The total of such injuries dealt with was 91, all British 
military, of which 9 were severe injuries. In 9 cases vehicles were 
involved. The cases were disposed of as follows: To C.C.S., 64; 
to F.D.S. for minor cases, 13; returned to unit, 14. 


TABLE VII.—Location of Injuries in Battle Accidents 























Mod. Sev. 
Site of Injury Severe or Total xX 
Slight 

Head 3 2 5 5-5 
Face .. 0 3 3 3-3 
Chest .. 0 3 3 3-3 
Abdomen bia re ae 1 2 3 3-3 
Back .. pt eae 0 : 2 2 2-2 

: wand above .. 0 y 
Upper limbs Below elbow | - 2 22 24 29 31-8 

: nee and above 1 m 
Lower limbs Silew inne 1 24 25 42 46-2 
Multiple - os y 2 4 ag 
Total 9 82 91 100-0 





TABLE VIII.—Battle Accidents: Nature of Lesion 





Sprains, bruises, and crush injuries . . 





Gunshot wounds A .s = of it , 16¢* 
Abrasions, cuts, and lacerations .. és a Pos a 13 
Fractures (not associated with gunshot wounds) .. ag a 12 
Burns .. es ee: Fe 2 ae ie & 10 
Total rr a se aa ea ee on 91 





* Includes 6 cases in which the Sten gun was the weapon concerned. 


Accidental Injuries 
In a large mechanized army, operating in a congested and battle- 
ravaged area, a high incidence of accidental injury might well be 
anticipated (Tables IX and X). The total of 198 such cases treated 
is therefore surprisingly small, especially when it is added that only 
9 of these were severe injuries, and—most surprising of all—in only 
7 cases were mechanical vehicles involved. In explanation it should 


TaBLE IX.—Location of Accidental Injuries 























* Mod. Sev. 
Site of Injury Severe or Total y, 
Slight 
Head .. 0 7. 3-6 
Face .. 0 12 12 61 
Chest .. 1 T 8 41 
Abdomen He ee 0% 1 3 4 20 
Back .. ere Sa 0 4 4 2-0 
Upper limbs nae. a ; i 6 Pe 7S 38:1 
: Knee and above 0 24 24 
Lower limbs Below knee = 60 62 86 43-1 
Multiple a2 an 2 0 2 1-0 
Total 9 189 198 100-0 
+ 





perhaps be remembered that the field ambulance was concerned 
almost entirely with soldiers of a first-line fighting formation—that 
is to say, with young men of high medical category, hardened and 
trained for warfare—and among such the proportion of “ accident- 
prone ” individuals who survive the training is probably small. 
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The disposal of accidental-injury cases was as follows: to C.C.S., 
92; to F.D.S. for minor cases, 28; returned to unit, 78. The high 
proportion of cases returned to unit is due to the fact that the 
total includes many .such accidents as could be dealt with by 
primary suture or other initial treatment in the A.D.S. and subse- 
quent treatment in unit lines, or by daily attendance at the A.D.S. 
for a relatively short period. 


TABLE X.—Accidental Injuries: Nature of Lesion 








ones bruises, and crush injuries . . ia os Shs ne 54 
unshot wounds as ae ie bes re =a cs 52 
Burns and scalds i es -. f = es as 45 
Abrasions, cuts, and lacerations .. Oia 5 Be ai 38 
Fractures (not associated with gunshot wounds) .. is a 9 

Total .. Fe os “" 3 ie Sa ER 198 





The total of 52 gunshot wounds includes 10 cases in which the 
Sten gun was the weapon concerned. The incidence of Sten gun 
accidental injuries, and some slight knowledge of the weapon itself, 
suggest that it is rather more “‘ chancy”” than other small arms in 
common use, and more likely to cause accidental injury in circum- 
stances not involving carelessness or stupidity. In 15 to 20 cases of 
“‘ accidental *”” G.S.W. the suspicion of possible self-infliction was 
aroused. 

It will be noted that burns and scalds, rare as battle wounds or 
battle accidents, occupy quite a high place among accidental 
injuries. These accidental burns were mostly of hands and/or face, 
and fortunately few were severe. In spite of repeated warnings and 
injunctions the cause was almost invariably carelessness in the use 
of petrol cookers, and it would seem that the British soldier simply 
cannot be brought to regard petrol with due respect. 


Battle-exhaustion Cases 


“Exhaustion” is the term currently employed to cover all 
psychiatric casualties while they are in forward areas. In the total 


of casualties under present consideration 362 such cases are. 


included, varying widely in severity and type; for the term is one 
of convenience, and the proper sorting and full psychiatric diagnosis 
of “exhaustion ” cases were ultimately decided by the psychiatrists. 
From the A.D.S. 313 cases were evacuated to the F.D.S. established 
for their disposal, and 49 were returned to unit. The great majority 
of those evacuated did in fact rejoin their units also, after a rela- 
tively short absence. The total of such cases may appear high, but 
is probably no greater than was anticipated by those with knowledge 
of previous campaigns. The really high incidence was encountered 
in the earlier stages of the battle, and it-is interesting to speculate 
on. the various factors possibly involved: the standard of officering, 
the standard of discipline, the severity or the duration of strain, 
age group and battle experience, the role of the unit—attack 
or defence—inherent psychopathic inferiority, nationality or race, 
domestic or other difficulties, and so on. Much has already been 
written on the subject, and no doubt much more will still be written, 
but not in the course of this article, which states merely the incidence 
of exhaustion cases for comparison with other types of casualty. 


Sick 
The total sick dealt with by the A.D.S. was 704, of whom 681 
were British military cases and 23 were French civilians. The dis- 
posal of sick was as follows: to C.C.S., 115; to F.D.S. for minor 
cases, 291; returned to unit, or home in the case of civilians, 298. 
Obviously, therefore, much of the sickness was of a minor nature, 


TaBLeE XI.—Incidence of Diseases 








Medical 
Alimentary system: ; 
Acute infective gastro-enteritis o- oe oe oe 730 $256 
Other diseases - * ge ei at 50 
Skin conditions: 
Various a om a ais s% “ee Se 1% $127 
Insect bites .. am se - ee ie “a 27 f 
Fibrositis, lumbago, etc. és eS Se ois as BS 35 
Pyrexia of uncertain origin .. 6 ok aia - oF 32 
Eyes .. = a os "a A se $3 i 21 
Respiratory system .. se = 26 Se ds as 16 
Tonsillitis nad Re - S oa Js ee .% 15 
Infectious diseases: 
Gonorrhoea (relapse) 5 
= (fresh) . . 1 
Syphilis (fresh) ae = a 1 
» (continuation treatment) 34 
Malaria ae . 5} 53 
Infective hepatitis (?) 4 
Diphtheria .. ~ .. eA os ~ es is 1 
Chicken-pox nf te oak wm ~ ae 1 
Rubella “s na aa sie a ‘6 as 1 
Miscellaneous .. = oe ™ re ~ on 55 
Surgical ~ 
Major surgical conditions .. o —" fe oa ae 18 
Minor _ ,, - we = ee se os ae 60 
Total .. ah Sm sé -- te e -- 704 








and the general health of the British military personnel was in fact 
very satisfactory indeed. 

















The presence in Table XI of 206 cases of acute infective gastro. 
enteritis, mostly occurring within a fortnight, is a reminder of the 
ever-present menace which epidemic disease is to an army in the 
field. Fortunately the clinical form of the disease was relatively 
mild and of short duration. For the other alimentary complaints 

. dealt with—chiefly mild gastritis—the change of diet and, occasion. R 
ally, dietary indiscretions could usually be held responsible. Cop. B 
stipation was fairly common, with haemorrhoids as an occasional 
sequel. 

The skin diseases were chiefly impetigo, boils, and tinea cruris or 
pedis, the latter proving very disabling in a number of cases. The 
lack of fresh food, the frequent difficulty of washing and bathing, 
and a probably inadequate fluid intake may have been factors in 
the production of skin disease, although the figures are not alarm-§ <= 
ing. On the subject of bathing, it is suggested that the British army 
mobile bath facilities could be greatly improved. It should be 
stated, however, that only 4 cases of louse infestation were treated, 

Insect bites were very common and troublesome, and the total 
of 27 included in Table XI refers only to those cases in which gross The 

' oedema, infection, or lymphangitis and adenitis were present. The | com 
main reason for referring to them is to suggest the desirability of dyset 
an effective anti-insect cream or lotion for military campaigns even y ; 
in temperate climates. Their 

The incidence of fibrositis, lumbago, etc., is probably low, con- | cause 
sidering the conditions under which the troops lived in an unusually § . 
wet July. impo 

The total of pyrexia of uncertain origin includes the usual quota | {ue | 
of febrile coryzas and “ influenzal ’’ conditions, but serious diseases man 
of the respiratory system were rare, comprising only two cases of 
pleurisy with effusion, one of tuberculous haemoptysis, and one other harm 
case of suspected active pulmonary tuberculosis. isolat 

The eye conditions treated were chiefly conjunctivitis and teric 
blepharitis—associated with driving in much dust—foreign bodies, — 
and occasionally corneal ulceration. Eye lotions were always kept § Scott 
available for unit drivers, and also made available for visiting in th 
dispatch riders and vehicle drivers. : | 

Aural conditions were mainly otitis externa, wax in the meatus, | 4/© S 
and Eustachian catarrh. Fresh otitis, media was not seen, but several | same 
chronic suppurative cases came to light which had not been down- show! 
graded and eliminated from the units before embarking. 

The case of diphtheria occurred in a French civilian; the chicken- Salme 
pox was in a soldier who believed he had contracted it in a civilian | of th 
house; while in the case of rubella no probable contact could be h 
discovered. Continuation treatment for syphilis in the forward areas | "4VY 
was a new departure and proved satisfactory, marked irregularity | are fa 
in attendances being uncommon, and invariably the result of circum- diene 
stances rather than negligence. Few malaria recurrences were seen, 
but in some formations with previous service in Sicily and Italy { cattle, 
conditions were otherwise. patho, 

The major surgical conditions seen were acute and subacute 
appendicitis, one case of testicular torsion, hernias, and badly (occas 
infected hands. The minor surgical conditions were mainly} ducks, 
ca.buncles and less severely infected hands. S. pul 

Dental Cases entirel 

The 263 dental cases seen included a disproportionate number of 7 has be 
L. of C. troops, whose dental fitness before embarkation Was Tbe a 
obviously lower than that of the more regularly “ vetted” infantry 
battalions. Broken denture replacement worked fairly satisfactorily; are afl 
having in mind the difficulties due to movement of units, etc. man, ; 
total recorded does not of course’ include the battle wounds of 4 bie 
facio-maxillary nature, in connexion with which the valuable advict n I 
and co-operation of the dental officer were normally sought. Sheep 

Fe Witt 
Conclusion eiker 

These figures, and the comments thereon, have been com fer 
piled as opportunity afforded during the swift and dramatt ence 
sweep through France and Belgium which followed the Battk® much 
of Normandy. With the waterways of Holland and the defence infecti, 
of the Reich still ahead, the work of the field ambulance i long-c 
not yet ended. But the figures from that early decisive perlogy  » 
in Normandy form a completed chapter in themselves which} tinguis 
may be found of general interest. For his encouragement ance only b 
permission to submit this article for publication I am indebted typhoic 
to Lieut.-Col. M. DeLacey, R.A.M.C., and if the article hae is that 
been of enough merit to justify.a dedication, that dedicatiom 
would undoubtedly have been to the “other ranks” of th@ onset a 
Corps with whom it has been such a pleasure to be associaleil as 4 ¢, 

in action, and whose skill and co-operation with the medial; , 
officers have made possible what we believe to be a fairly satt set 


factory record of service. 
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SALMONELLA INFECTIONS 


The micro-organisms classified as Salmonella strains 
comprise a bacteriological group allied to typhoid and 
dysentery bacilli but culturally and serologically distinct. 
Their wide distribution and the variety of diseases they 
cause in man and animals make them of great practical 
importance. All the members of the group seem to be 
true parasites, pathogenic to man or to animals or to both 
man and animals, and they do not occur anywhere as 
harmless saprophytes. It is true that they have been 
jsolated from certain internal organs, such as the mesen- 
teric glands and spleen of apparently healthy pigs—by 
Scott in this country and by Ruben, Scherago, and Weaver 


are survivals from earlier infections of these pigs. The 
same applies to rats and mice, and it has been repeatedly 
shown that if a large series of rats is examined living 
Salmonella strains can be isolated from a small percentage 
af them. Salmonella infections of rats and mice, with a 
heavy mortality and with carrier survival in a proportion, 
are fairly common. Salmonellas are responsible for many 
animal epidemics and affect many animals, including pigs, 
cattle, and especially calves, horses (with a strain not 
pathogenic to man), rabbits, guinea-pigs, rats, mice, dogs 
(occasionally), and a variety of birds, including fowls and 
ducks, The strains affecting hens are nearly always either 
§. pullorum or S. gallinarum, types hitherto regarded as 
entirely non-pathogenic to man. Recently, however, there 
has been some evidence that S. pullorum may occasionally 





ation was 
” infantry 
isfactorily, 
etc. The 
unds of 2 
ible advice 
ght. 


een com: 


,be a cause of human illness. Ducks, on the other hand, 
are affected with several Salmonella strains pathogenic to 
man, and it is well attested that infected ducks’ eggs have 
been responsible for many outbreaks of food-poisoning. 


With such widespread infections in domestic animals 
and animals having access to man, opportunities for trans- 
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ference to man are many, and Salmonella strains are of 
much importance as a cause of human disease. These 
infections fall clinically into three groups. One form is 
long-continued fever of the enteric type, often indis- 
tinguishable clinically from typhoid fever, and diagnosed 
oly by serological and bacteriological methods: para- 
typhoid fever is the recognized example. A second type 
is that of severe acute gastro-intestinal irritation with rapid 
onset and comparatively short duration, which we recognize 
& 4 common variety of food-poisoning. It occurs in the 
form of outbreaks associated with the consumption of a 
Particular food ‘infected with a living Salmonella strain. 


in the U.S.A.—but the probable explanation is that they. 


Sheep are only rarely attacked by any salmonella infection. ’ 


In paratyphoid fever the incubation is long, but in this 
second type it is usually 12 to 24 hours. Until compara- 
tively recently these were the only clinical varieties recog- 
nized, but over the past few years there have been many 
cases reported of infections with a Salmonella strain 
resulting in a septicaemia with a high mortality. Usually 
they appear as isolated ‘cases, not in outbreaks, with no 
indication as to the source*of the infection and without 
demonstrable relationship to other cases. The infection 
probably takes place through the intestine, but for unknown 
reasons blood infection occurs and general infection and 
localization in different organs. Thus the clinical mani- 
festations are varied. S. Bornstein,' in a review of the 
salmonella problem, refers to clinical cases of endocarditis, 
meningitis, osteomyelitis, and other more rare conditions. 

In connexion with these clinical varieties two points 
naturally arise—i.e., whether each is assqgjated with differ- 
ent Salmonella strains, and whether in the same outbreak 
the clinical manifestations are all of one kind, or mixed. 
Salmonella types are identified only to a small extent by 
cultural and pathological characteristics, and mainly by 
elaborate serological classification. Many new strains are 
identified each year, and there are over 100 different types. 
Their identification is not just a game for the bacterio- 
logist, but supplies two points of practical value. One 
fact which emerges is that certain salmonellas tend to 
become selective as regards both their hosts and the type 
of disease which they cause. The most widely distributed 
strain of all—S. typhi murium—is promiscuous in its hosts 
and widespread in its manifestations. At the opposite 
pole, S. paratyphosum B is parasitic only to man, and for 
the most part causes only paratyphoid fever. As in all 
salmonella infections this behaviour is not absolute, for 
occasionally gastro-intestinal symptoms may predominate 
and there are a very few genuine records of this organism 
appearing in hosts other than man. Again, S. pullorum 
is a common infection in hens but harmless to man, 
with possible but rare exceptions. In paratyphoid fever 
there is a blood infection with long-continued fever ; 
human carriers, especially temporary carriers, are common, 
and, with clinically unrecognized cases, are the main 
methods of spread. In food-poisoning from other types 
the opposite occurs: the attacks are short, there is no 
blood infection (except in fatal cases), the clinical picture 
is acute gastro-intestinal irritation, and in general the 
bacilli are rapidly eliminated after a few weeks ; only two 
or three chronic carriers have been recorded in the litera- 
ture. The type of organism does, to some extent, therefore, 
affect the clinical manifestations, but there is a good deal 
of overlap. Type differentiation is also of use in relation 
to the distribution of salmonellas in various animals. A 
number of examples have been given already, but a further 
illustration is §. enteritidis Dublin. This strain is a com- 
mon cause of infection in calves and cows, and corre- 
spondingly has been responsible for a number of milk- 
borne outbreaks, almost all of the acute gastro-intestinal 
type. 

A consideration of these facts throws much light upon 
the methods of spread of salmonella infections and enables 
us to devise measures of control. In all cases the vehicle 


1 J, Immunol., 1943, 46, 439. 
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is infected food, apart from case-to-case infection in para- 
typhoid fever. For example, in a study of 40 outbreaks 
of paratyphoid fever Savage? reported 31 from infected 
food (cream products 16, milk 8, ice cream 2, other 
foods 5), 2 spread by water (and 1 was watercress), 3 from 
case-to-case infection, and 4 not ascertained. Outbreaks 
of the food-poisoning type always result from the con- 
sumption of salmonella-infected foods, especially made-up 
and man-handled foods. 

When the actual path of the infection from the sal- 
monella source to the food is examined clear differences 
emerge. In paratyphoid fever the human carrier is either 
a chronic carrier, as is so common in enteric fever, or, 
more usually, a temporary carrier or an unrecognized 
ambulant case. . It is useless to look for an animal carrier, 
because the paratyphoid bacillus does not infect animals. 
In food-poisonigg of salmonella type it is of little value 
to look for a human carrier (apart from a case connected 
with a recent outbreak of food-poisoning), for persistent 
carriers are of great rarity. On the other hand, the Sal- 
monella strains which cause food-poisoning are all asso- 


ciated also with disease in animals, and this fact must be- 


remembered when looking for the source of their intro- 
duction into food. The infection may be caused directly 
by eating the flesh of an animal suffering from a salmon- 
ella infection, through milk drawn from a cow so suffering, 
from infected ducks’ eggs, or most commonly from sound 
food infected indiréctly, as from faeces of rats or mice. 
In the control of salmonella infections their wide distri- 
bution must therefore be borne in mind. The control 
of carriers and unrecognized cases is of essential impor- 
tance in paratyphoid fever. An attack on animal diseases 
associated with salmonella infections is a long-term indirect 
method, but not a particularly promising one, of attacking 
food-poisoning. In all types of salmonella infection the 
care and preparation of food along the lines of strictest 
cleanliness are likely to yield the best results. In parti- 
cular, special attention is needed to prevent manipulated 
food from being kept, before consumption, at tempera- 
tures which allow multiplication of Salmonella organisms. 
Again. and again it has been shown that a particular food 
—such, for example, as ham or a made-up dish—has been 
eaten fresh without harm, while the same food kept for 
a number of hours at a moderate temperature has 
become toxic and its consumption has set up a severe out- 
break of food-poisoning. Outbreaks of food-poisoning 
are especially frequent during the hot months of the year. 





—— 


SIR WILLIAM GOWERS, 1845-1915 

This is the centenary year of the birth of one of the greatest 
clinicians and teachers of clinical medicine of the nineteenth 
century, Sir William Gowers, born on March 20, 1845. At 
this time, when the future of medical education and of 
clinical medicine as we have known it are the subject of 
discussion so eager and so widespread, it is appropriate 
that we should turn back for a moment to consider what 
lessons one of the great clinicians of a past generation may 
yet have to teach us. 


2 J. Hyg., Camb. 1942, 42, 393. 








‘neurology is still rooted in general medicine, and thus finds 


a 
Few, alas, are left among us who saw Gowers in action 


as a clinical observer and teacher, but for these few the 
recollection of his clinical acumen, the fruit of a vast 
experience stored in his mind in orderly fashion and ready 
for instant recall, and of the inspiring quality of his 
teaching, is imperishable. There still lives among neuro. 
logists, handed down by those who were his Colleagues 
or his pupils, a store of legends of his astonishing diagnostic 
skill and insight and of those forceful personal qualities 
in which the Victorian generation of physicians was so rich, 
The lesson of this is that at the very foundation of sound 
medical practice lies a wide and deep familiarity with its 
material: the patient and his illness. Nothing can replace 
this, nor can all the ingenuity of the laboratory, nor the 
penetration of the skiagram, provide a substitute for direct 
observation at the bedside, the clinic, or the consulting- 
room, and the unceasing contemplation of this direct D1 
experience. The complete physician, in fact, must be a 
connoisseur of clinical material, and not the least factor 
in the acquisition of this measure of skill and intuition jg 
the careful and systematic recording of what has been 
observed: It is necessary to stress these points in view of 
the’ increasing reliance by doctors upon the special methods 
of the numerous and too autonomous departmentalists, and 
of the increasing tendency of the student to regard note. 
taking as a form of drudgery. 

For those of us who have been born too late to savour 
the richness of the clinical medicine of some fifty~ years 
ago, we still have the published writings the great figures 
of the period have left us. In Gowers’s famous text- 
book and in the numerous smaller manuals he Wrote 
we find clinical medicine at its peak, and its record- 
ing in a fluent, logical, and vital English that we too 
often look for in vain in modern medical writing. To 
any one of Gowers’s publications the professed neuro- 
logist of to-day may turn with profit to his knowledge, 
with keen pleasure to his feeling for words, if he be so 
happy as to possess one, and with some sense of a recapture 
of the personality of their author. Nor was Gowers purely 
the neurologist. In his later years he was pleased to recall 
the benefit he had received from the two years in general 
practice with which he began his medical career, and his ¢ 
was the first haemoglobinometer. ‘ His writings, too, abound 
in evidence pf a broad and balanced knowledge of clinical 
medicine in all its aspects. It is indeed largely to Gowers 
and his contemporaries in neurology that we owe it that 


it unnecessary to-day to claim a special place for itself in 
the medical curriculum. 

In medical literature we have our English classics, but 
we regard them too little. Among them the published 
works of Gowers hold a distinguished place. _ Of particula 
value to those not specially interested in neurology are his 
published clinical lectures, which reveal a perfect balance 
of observation and of judgment, and a broad outlook thal 
every clinical teacher might take as an example. During 
his lifetime his reputation was international, and his nameé 
is yet a household word among neurologists everywhere 
Historical justice therefore requires that we should now I 
call him as one of the founders of modern British medicine. 
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BROMIDES AND BARBITURATES 


From a recent ‘review’ of the literature on the neuro- 

chiatric effects of barbiturates and bromides a num- 
per of interesting points emerge. Bromides have a 
depressing action on the entire nervous system ; and the 
same is believed to be true of barbiturates, though some 
quthorities think they have a selective action on mid- 
prain vegetative centres. Their neurological effects are 
slightly different. Nystagmus, convulsions, and a _ posi- 
tive Babinski are fairly frequent in cases of barbiturate 
intoxication, but they have not been reported in bromism. 
The disturbances of motility in cases of barbiturate 
poisoning have a cerebellar character and are different 
fom the apraxic awkwardness observed in bromide 
cases. Curran considers that paraphasic speech disturb- 
ances, visual hallucinations “at a distance,” confabula- 
tory memory defects, and some other symptoms are of 
diagnostic value in the oblivion of bromide poisoning. 

Drug psychoses make up a perceptible proportion— 
about 1%—of all admissions to mental hospitals in the 
US.A. They are about four times as common in men 
as in women, and the patients have usually begun to use 
the drugs in the third and fourth decades. According to 
insurance statistics barbiturates are responsible for about 
6% of the suicides and 18% of the accidental deaths 
of policy-holders. In the U.S.A. morphine addicts who 
have been unable to get the drug have in some cases taken 
to using nembutal. Laboratory tests for bromides-in the 
blood are simple and satisfactory ; tests for barbiturates 
are in a less advanced state and do not appear to be of 
practical value. 

The treatment of bromide intoxication consists in stop- 
ping the drug, forcing fluids, and giving sodium chloride. 
In the treatment of barbiturate intoxication of severe 
degree gastric lavage is followed by the administration 
of 30 to 60 grains of magnesium sulphate. Intravenous 


dextrose (5%) is recommended. Picrotoxin has been found 


valuable by many workers, and a 0.3% solution should be 
given at the rate of 1 c.cm. a minute until corneal reflexes 
reappear and the patient responds to powerful stimuli. 
It will have to be repeated at hourly or two-hourly 
intervals, and 3 to 6 mg. an hour will be required. One 
patient is recorded as having been treated in this way for 
78 hours, receiving a total of 559 mg. of picrotoxin before 
he regained consciousness. 

Although the dangers of barbiturate intoxication can- 


not be minimized, they are not now taken quite so 


seriously as they were before the war. A great, majority 
of the fatalities must be due to suicide. The barbiturates 
are now very extensively employed, particularly.in anaes- 
thesia, as hypnotics, for the treatment of epilepsy, and 
in psychiatry for producing various degrees of sedation 
up to continuous narcosis. For these purposes they 
would prove in practice irreplaceable. Though they all 
belong to the same chemical family, they vary very widely 
in their physiological effects and can be employed for a 
great diversity of uses. It seems that the family is still 
a prolific one, and that further additions will supply us 
with drugs with new uses and with greater safety factors 
than in the past. 





THE SCHIZOPHRENIC TESTIS 


At the end of the last war Sir Frederick Mott found in 
the testes of schizophrenic patients histological changes 
Which were for the most part interstitial in nature and 
ascribed by his critics to such conditions as chronic tuber- 
tulosis, from which many of Mott’s patients died. It 








1Curran, F. J., J. nerv. ment. Dis., 1944, 100, 142. 


seemed impossible to get round this source of error until 
examination by biopsy was introduced. Hemphill, Reiss, 
and Taylor' have now reported on testicular biopsies in 
90 schizophrenic patients and have compared them with 
the findings in a control series of 25 patients suffering 
from other forms of mental disorder. Over half the schizo- 
phrenics showed regressive changes, which were found in 
only three of the other patients, and they were known to be 
subjects of endocrine or organic disorder. The changes 
found by Hemphill and his colleagues are not those 
described by Mott, but consist of an atrophy chiefly affect- 
ing the tubules and their contents, with hyalinization of 
the basement membrane, arrest of spermatogenesis, pro- 
gressive degeneration of epithelial elements, and eventual 
destruction of the tubule. Of all schizophrenics those with 
a paranoid form: of psychosis were almost immune to these 
‘changes, which were found in their most advanced form 
in chronic catatonic and deteriorated patients, and in early 
cases. In his extensive genetic investigations of schizo- 
phrenia Kallmann? has reported much-reduced fertility 
in catatonic and hebephrenic patients, less reduction in 
patients with schizophrenia simplex, and normal fertility 
in paranoid schizophrenics. These clinical groupings 
correspond very closely with those of Hemphill, Reiss, and 
Taylor. : 

That advanced testicular changes may be found in 
patients with an early but a florid psychosis is of much 
interest ; severe atrophy was found in one boy of 15 who 
had been ill for only a few weeks. This suggests that a 
biopsy may be of clinical value, for both diagnosis and 
prognosis. It is to be hoped that other workers will be 
encouraged to try it out. 

The interpretation of these findings is far from easy. 
Hemphill® finds that the changes are not correlated with 
disturbance of the output of 17-ketosteroids, with age 
of patient or duration of illness, with bodily habitus or 
family history. There is no suggestion that any part of 
the aetiology of schizophrenia can be sought in these 
testicular changes. Hemphill considers that an endocrine 
imbalance with relative gonadotrophic failure may be 
responsible both for the tubular atrophy and, in a suscep- 
tible constitution, for the schizophrenia. 





WAR AND THE AMERICAN BIRTH RATE 


The war of 1914-18 did not affect the American birth rate 
to the same extent as that of many European countries. 
The rate for France fell from 18.8 per 1,000 to 9.5 in 
1916 ; in Germany from 28.0 to 13.9 in 1917; in England 
and Wales from 24.2 to 17.7 in 1918 ; while in America the 
birth rate declined from 25.0 in 1915-16 to 22.4 in 1919. 
The casualties among the young males and the smaller 
number of potential parents born during the war had an 
effect on the birth rates of the belligerent nations which 
has not yet completely disappeared. The present war is 
likely to have a greater influence on the American birth 
rate than the last. Grabill‘ has given a short review of 
the recent trend and its possible course. Measures that 
may help to postpone a large fall in the American birth 
rate are the deferment of fathers from service for as long 
as possible, free maternity care for wives of Service men, 
family allowances, tax-exemption allowances for married 
couples and for children, and other benefits. Some of 
these were in operation before the war and were not 
brought in with the specific aim of encouraging the rearing 





1J. ment. Sci., 1944, 90, 681. 

2F. J. Kallmann, The Genetics of Schizophrenia, New York, 1938. 
3 J. ment. Sci., 1944,-90, 696. 

4 Amer. J. Sociol., 1944, 50, 107. 
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of families. By 1932 the birth rate in the U.S.A. had 
fallen below 80 per 1,000 married women aged 15 to 44, 
the level necessary for the replacement of the population. 
The monthly birth rate fluctuated round the replacement 
level until the end of 1939, when the rate began to rise, 
with occasional peaks, until the end of 1942, when it was 
about 105 per 1,000 women. It then fell to 91 by March, 
1944, though it rose sharply on two occasions in this 
period. 

The rise in the birth rate during the present war has 
occurred because of the abnormal marriage rate, and more 
women had their first or second child, but the birth rates 
of the third or more order of birth have steadily continued 
to decline. There has been, apparently, no change in the 
size of family, and the return of the marriage rate to a 
normal level will be accompanied by a ‘fall in the birth 
rate. Grabill predicts, on the basis of potential fathers in 
the U.S.A., that the birth rate will steadily decline as more 
men are sent over-seas, and will reach a minimum of about 
16.0 per 1,000, and that in the long-run the post-war 
trend will be again downward unless some fundamental 
changes occur. 

Grabill notes some interesting coincidences between fluc- 
tuations in the birth rate and certain political and social 
events. The small fluctuations before the war tended to 
occur 9 to 10 months after some economic activity. The 
lowest rate in the period studied was that of September, 
1933, 10 months after the 1932 election. A small peak 
occurred about 10 months after Roosevelt took office in 
1933. In 1940 the rising trend of the birth rate was 
checked 9 months after the outbreak of the European 
war, and the rate remained almost stationary for several 
months. A small peak occurred in April, 1941, 10 months 
after the Selective Service Bill was introduced into Con- 
gress, and was followed by a larger peak with an interval 
of 10 months after the passing of the Selective Service Act. 
The birth rate passed through another stationary period 10 


months after the passing of the Lend-Lease Act; the rate ~ 


again began to rise 10 months after the signing of the 
Atlantic Charter. A very large rise occurred in October, 
1942, 10 months after Pearl Harbour. Another large peak 
corresponded with the 10-11 months interval after Allied 
victories—Libya, Africa, Stalingrad, and naval victories 
over the Japanese—and after the minimum draft age had 
been lowered from 20 to 18 years. 





THYMECTOMY FOR MYASTHENIA GRAVIS 
The physiological researches of Harvey and his colleagues’ 
fave done much to explain the sort of disturbance which 
is present at the myoneural junction in patients with 
myasthenia gravis. After considering many possibilities 
they came to the conclusion that the most likely cause of 
the failure of cholinergic transmission from nerve to muscle 
in these cases was the presence of an unknown inhibitor 
substance released into the blood stream. The varying 
amounts of this substance would explain the varying 
clinical course of the disease, with its characteristic 
remissions. Gammon, Harvey, and Masland? produced 
evidence that this hypothetical substance might well be 
derived from the thymus gland. Thus a rational basis was 


offered for the empirical operation of thymectomy in > 


myasthenia gravis. 

Whatever the explanation of its beneficial results, the 
operation has been performed with increasing frequency 
in the past three years. In 1936 notable improvement 
occurred in the condition of a myasthenic patient after 
removal of a benign thymoma by Blalock.* After that 


* —————— 
Blalock and his colleagues determined to test the effect 
of total thymectomy in myasthenic patients without thymic 
tumours, and they published* the results in the first six 
cases in 1941. Blalock has now reported® upon the results 
in 20 operative cases, all of them severe myasthenics, many 
gravely ill with little chance of spontaneous remission, 
The daily dosage of prostigmine required before operation 
was always high—sometimes up to 900 mg. Only two of 
the patients had a thymic tumour. The interval after 
operation was from 5 months to 2 years 9 months. The 
results expressed in five groups of patients are very briefly 
that (1) 4 patients died after operation, one after 8 months ; 
(2) 3 showed little improvement; (3) 5 were moderately 
improved ; (4) 5 were considerably improved, one well able 
to continue without any medical treatment; and (5) 3 
patients are “essentially well.” The most phlegmatic 
reader of Blalock’s paper will be impressed by the cop- 


servative interpretation he has put upon his results, for}: 


he has almost ignored the patients’ protests of improve. 
ment and has set his standards firmly upon objective 
criteria. Of the second group he says : “ The three patients 
state that they are somewhat improved, but I am inclined 
to believe that they are too optimistic.” Even so the results 
are good and in 8 cases extraordinary; they establish 
thymectomy as a recognized form of treatment for myas. 
thenia gravis. Churchill’and Cope® have obtained results 
in 14 cases which are similar to those of Blalock, and, like 
them, they selected for treatment only greatly incapacitated 
patients. The severe cases of myasthenia in these two 
series were “ bad operative risks,” so the operation cannot 
be looked upon as severe for milder cases ; the next step 
should be to extend it to them, with suitable. controls, 
Blalock knows no way of predicting before operation which 
patients will be helped by thymectomy, although thos 
with a benign tumour seem to benefit most. The chronic 
myasthenic does not appear to respond so well as the 
acute severely ill patient, and the bulbar symptoms’ do 
not clear up so readily as the general muscular fatigue 
and weakness. Further and larger series of cases will 
give the answer to many of the outstanding questions. 


The Council of the B.M.A., at its meeting on March 21, 


received the report of the Negotiating Committee. After} 


full discussion the Council decided to make a report with 
recommendations to a _ special Representative Meeting 
which will begin on May 3. The report of the Council isa 
confidential document in that it cannot be published, bul 
it will be sent direct to every member of the profession, 
whether belonging to the Association or not. The Council 
decided to ask Divisions to make arrangements for an early 
meeting or meetings of the profession to: discuss the report 
and instruct Representatives. 














The twenty candidates nominated by the Council of the 
Royal Society for election into the Fellowship and elected 
on March 22 include Dr. Leonard Colebrook, honorary 
director of the research laboratories of Queen Charlotte’ 
Hospital and now pathological consultant to the Army wit 
the rank of colonel, and Prof. J. H. Gaddum, of the 
of Pharmacology in the University of Edinburgh. Mi 
Marjory Stephenson, biochemist, and Mrs. Kathleet 
Lonsdale, physicist, are the first women to be elected F.R. 
in recognition of scientific work. Among the other 
Fellows is Dr. H. Davenport Kay, director of the Nati 
Institute for Research in Dairying and at one time bio 
chemist to the London Hospital. Ags 





1 Johns Hopk. Hosp. Bull., 1941, 69, 566. 
2 Biol. Symp., 1941, 3, 291, Lancaster, Pa. 
3 Ann. Surg., 1939, 110, 544. 


4 J. Amer. med. Ass., 1941, 117, 1529. 
5 J. thorac. Surg., 1944, 13, 316. 
by Blalock 5. 
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Reports of Societies 

— 
FACTORS IN BLOOD COAGULATION 

A discussion on blood coagulation was held at the Section of 

Experimental Medicine and Therapeutics, Royal Society of 
Medicine, on March 13, Dr. E. N. ALLotr presiding. 

Dr. R. G. MACFARLANE said that for more than: fifty years 
plood coagulation had been an academic battleground for 
physiologists. The mystery of the conversion of a liquid into a 
solid had attracted many workers. It was known, of course, 
that two things might go wrong with coagulation of the blood: 
the blood might fail to clot when it was desired, and might 
clot when it was not desired, but very little could be done to 
prevent this. 

The purpose of coagulation appeared to be to prevent loss 
of blood from the body. A defect in coagulation brought about 
a tendency to a rather peculiar haemorrhagic diathesis—a 
generalized tendency to prolong bleeding from any injured 
‘yessel.. But blood coagulation was only a part, though an 
essential part, of the haemostatic mechanism. The primary factor 
was the contraction of the injured vessel. Secondary functions 
of coagulation were repair of wounds and warding-off infected 
areas. Blood coagulation might be a metabolic process which 
was going on all the time in the body, and the act of clotting 
merely an adaptation to meet a particular set of circumstances. 

According to most theories clotting was the end-result of a 
series of separate events. Some which had been described, 
however, might well be artefacts produced by manipulation. 
The general theory of blood coagulation might be wrong 
altogether, and clotting might be a continuous process. Why 
did blood remain fluid in the vessel? In the first place, in the 
undamaged vessel there was no foreign surface to activate the 
kinase in the plasma. Whether coagulation occurred or not 
depended upon the rate of production of kinase and thrombin. 
If the rate exceeded that at which they were neutralized, 
coagulation took place. 

The defects of the clotting system were shown first of all in 
haemophilia, in which the blood failed to clot in normal time. 
In this condition blood seemed to have the necessary fibrinogen 
and thrombin, but it would not clot. It had been shown that 








in haemophilic blood there was from five to eight times the 
amount of antikinase present in normal people. The treat- 
ment of haemophilia might be general or local. Substances 


which gave the best results were those of high kinase content: 
Russell viper venom was fairly successful. It was a sort of 
superstition that calcium deficiency was responsible for bleed- 
ing; but he had never observed it, and he did not know why 
so many people gave calcium when they suspected that the 
patient might bleed. There was a hereditary condition in 
which there was no fibrinogen at all, so that the blood was 
completely uncoagulable. He had seen two patients with this 
} condition, both of them the offspring of first-cousin marriages. 
Another very rare condition was one in which the fibrolytic 
ona was such that the clots dissolved as soon as. they were 
ormed. 

Burns were very different from abrasions in that they healed 
slowly. The superficial burn went on weeping and a solid 
scab was not formed. The delay in healing might be due to 

















the absence of a natural covering of dried membrane. The 
Americans had made a plasticized fibrin membrane, which had 
the advantage from the point of view of a haemostatic dressing 
in that it was non-irritant and not likely to lead to any ill 
eects. The plasticized membrane could also be used as a 
dural substitute in brain operations, preventing the formation 
of adhesions between the brain and the scalp, which so often 
happened with other types of dressing. 


Physiology of Vitamin K 

Dr. H. SCARBOROUGH said that in the physiology of vitamin 
K the key part was played by the liver. It was in the liver 
that vitamin K was synthesized into prothrombin, which then 
Passed out into the blood stream and took part in the 
Coagulation process. Vitamin K, administered either orally 
or parenterally, must pass the liver before it could have any 
effect. Disturbances of vitamin K metabolism were reflected 
ma low level of prothrombin in the plasma. There was 
evidence that deficient intake of vitamin K was responsible for 





neonatal bleeding (it had been estimated that from 25 to 40% 
of neonatal deaths were due to intracranial haemorrhage). It 
was not entirely known why this bleeding tendency arose, but 
even in normal children plasma prothrombin was low at birth 
and fell after birth, particularly in premature infants. The 
administration of vitamin K to the mother could increase the 
prothrombin in the child, and this suggested that one of the 
causes of the neonatal bleeding was an impaired maternal con- 
tribution. A low prothrombin level in the child was related 
to toxaemic states in the mother. 

Vitamin K could be administered to the infant. Indications 
for such administration were maternal toxaemia, prematurity, 
instrumental delivery, cases in which breast-feeding by the 
mother was impossible, and any cases in which an operation 
had to be performed on a newborn child. Many conditions 
could be prevented by routine administration of vitamin K to 
the mother. If the absorption of fat was defective some vita- 
min K was not absorbed and a haemorrhagic tendency might 
develop. Low levels of plasma prothrombin were found in 
some cases of disturbed intestinal motility—for example, in 
intestinal obstruction and long-continued diarrhoea and vomit- 
ing. These conditions led to a fall in plasma prothrombin, and 
treatment, controlled ‘by the estimation of the plasma pro- 
thrombin level, was a matter of some urgency. The level also 
fell, often steeply, three or five days after a surgical operation, 
though the fall might occur within as short a time as a few 
hours. A normal prothrombin level before operation was no 
guarantee that post-operative haemorrhage would not occur 
as a result of the low prothrombin level. The level might fall 
rapidly after chloroform poisoning. In chronic liver diseases 
the fall was comparatively slow, and in liver disease, generally, 
very low levels were reached only rarely. Even a badly 
damaged liver was capable of synthesizing prothrombin. The 
level had no constant relation to the type of hepatic or biliary 
disease present. 

Dr. Scarborough, speaking of dicoumarin as an anticoagu- 
lant, said it had lately been used in the treatment of threatened 
gangrene and of thrombo-lymphangitis ; but the indications for 
it were not precise. Dicoumarin had rather a prolonged action, 
and even when it ceased to be administered its effect upon the 
prothrombin might continue for a week or a fortnight. It 
required very careful control by daily determination of the 
prothrombin. Its absorption was probably irregular, there was 
a considerable latent period before it became effective, and 
there was wide individual variation in the response to adminis- 
tration. It was certainly a toxic drug, and might give rise to 
haemorrhage difficult to control, though recent claims had been 
made that the prothrombin level resulting from dicoumarin 
administration might be lifted again by colossal doses of 
vitamin K. Dicoumarin increased the sedimentation rate ; it 
was said to decrease clot resistance and firmness of clot in 
animals, and in many it produced capillary dilatation. 

Finally Dr. Scarborough mentioned heparin, which could be 
used in all those conditions in which dicoumarin might find a 
place. It had advantages, but also disadvantages, making treat- 
ment difficult to control. Coagulation time might be prolonged 
by heparin to as much as two hours without dangerous effects 
occurring. The aim was a coagulation time of 15 or 20 
minutes, but this was most difficult to attain, especially upon 
intravenous administration of heparin. Experiments were now 
being made with subcutaneous injection. 

Discussion 

The PRESIDENT said he had been interested in Dr. Scar- 
BOROUGH'S rather pessimistic views on heparin. He agreed it 
Was extremely difficult to assess its value. He mentioned the 
case of a patient with gross venous obstruction in the upper 
part of his body who was put on dicoumarin. There was little 
change in his prothrombin time, but three days after his last 
dose he had haematuria, bleeding from the gums, and epistaxis : 
the case eventually cleared up. 

Dr. FREUND spoke of the value of calcium injections in the 
treatment of embolism. Mr. A. L. BACHARACH asked what was 
known about the changes in the intestinal flora during neonatal 
life. A good deal was known about the differences between 
human milk and cow’s milk, but not everything, and one of the 
things not known was the effect, if any, on the intestinal flora. 
It would be interesting to compare the prothrombin time of 
breast-fed infants during the first fortnight of their lives with 
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that of infants immediately put on the bottle. Different types 
of milk might have an effect on the intestinal flora, which was 
expressed in a different production of vitamin K. Major 
CLIFFORD WILSON described observations on soldiers with acute 
hepatitis, and said he had come to think that such phenomena 
as epistaxis were not connected so much with defective vitamin 
K absorption as with vascular phenomena associated with the 
hepatitis. 

Dr. Exit Davis referred to a group of 500 cases in all of 
which some form of purpura was present and in which search 
was made for the vitamin K factor. In this number he had 
found only four definitely, and two others possibly, which 
gave strong evidence of prothrombin deficiency. Apart from 
this 1% of cases of purpura of all types, the general pro- 
thrombin index was between 85 and 100. 

Dr. SCARBOROUGH, in reply, said he had not meant to suggest 
that the*low prothrombin level was the sole cause of bleeding. 
He ‘had studied 74 cases of scurvy and all had a prothrombin 
index of over 90. A low prothrombin index in an acute form 
of liver disease was quite unusual, and even when it did occur 
it was a fleeting manifestation. 


-Medico- Legal 


BOGUS DOCTOR SENTENCED 

Described by Judge McClure as “just an impostor,” Richard 
Charles Vernon Grey (28) was sentenced to 12 months’ imprison- 
ment at the Central Criminal Court on March 9. After a second 
trial—the jury had disagreed at the first—he was found guilty of 
obtaining by false pretences £45 14s. from Dr. M. C. Irwin of 
Harringay, and sums of £26 14s. 6d. and £12 12s. from Dr. J. E. 
Price Watts of Chigwell. 

Mr. Anthony Hawke (prosecuting) said Grey went to an agency 
which provided locumtenents and gave the name of a doctor who 
was on the Register. He said he was a bachelor of medicine and 
of surgery, and that he had held two medical appointments, one 
at Newcastle and the other at Manchester. As a result he obtained 
posts with a number of doctors. They, of course, accepted that he 
was fully qualified and on the Register. In no case was there any 
dispute about the quality of his work, which he carried out satis- 
factorily, but he would never have received payment for his services, 
nor such appointments, had the doctors concerned known the true 
facts. 

Dr. Price Watts said that last September he required an assistant 
end engaged the defendant, Grey, who worked for him for a fort- 
night in October and a week in November. He received 12 guineas a 
week and all found. Grey was satisfactory and behaved as one 
would expect a doctor to do, and he was very interested in his 
work, but had he known that Grey was not a doctor he would never 
have considered employing him. He paid Grey for services 
rendered, but they were the services that he expected from a qualified 
doctor. 

Dr, Irwin said that in November he required an assistant and 
engaged the defendant. ‘“‘I thought he was a qualified practitioner 
and I arranged for him to do my Sunday duty and evening surgery. 
He was with me for the best part of two months and I paid him 
some £45. He showed skill, medical ability, arid interest in his 
work.” 

Det. Sgt. L. Woolner said that on Jan. 26 he saw Grey and 
charged him with an offence under the Medical Act—namely, posing 
as a medical man. Grey replied, “ There is not much use denying 
it.” The defendant then made a written statement, and in this he 
explained that while serving with the R.A.M.C., from which he was 
discharged on medical grounds in June, 1942, he conceived the idea 
of becoming a doctor. He had had previous medical training, but 
did not wish to disclose the details. ‘* From 1942 until October, 
1944, I attended clinics in Manchester and London, where it was 
taken for granted that I was a medical student,” he wrote, ‘“ and 
consequently I was allowed to attend lectures, out-patient clinics, 
and demonstrations. In October, 1944, I went to the agency and 
said I was a qualified practitioner, filled in an application form, 
and was given a selection of jobs to go to.” Grey went on to 
explain in his statement that he was combining his work as a locum- 
tenent with carrying on a consultant’s practice as-a psychologist in 
Harley Street. He did not give evidence in the witness-box. After 
the jury had found him guilty Det. Sgt. Woolner said Grey had 
six previous convictions. His first offence was stealing a doctor’s 
doorplate, and the case was dismissed under the Probation of 
Offenders Act. In 1940 he was sentenced to. three months’ im- 
prisonment for unlawfully representing himself to be a naval officer 
and for making a false statement with a view to obtaining an identity 
card. He now asked for three other cases of obtaining money by 
false pretences to be taken into consideration. 
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Shall We Nationalize Medicine ? 


Sir,—Lord Horder and I are old friends. Indeed, althougi 
he pretends to find something sinister in the word, I do ne 
believe he would reject the idea of our being considered “ com 
rades” ! This being so he will not resent my selection fg 
criticism. of one or two assumptions and inconsistencies whic 
found their way into his recent address at Cardiff (Joy 
March 17). There is still need for clear thinking and fre 
debate on such big issues. 

First of all it is an assumption that State medicine mygi 
necessarily impose controls on the professional thought ang 
actions of the doctor and spoil his age-long human relation, 
ships with his patients. There is no reason why “free speech 
on medical matters, free criticism of medical affairs, and free 
publication of scientific work” should not be preserved under 
a. national system planned and organized to secure a mor 
equitable distribution of health services, better co-ordination 
within those services, payment for those services from central 
sources, and universal contributions instead of directly from 
the patient’s pocket, often at a time when he can least afford j 

The suggestion that the doctor should not be “political 
implies a further assumption that he cannot be both a goo( 
doctor and a good citizen. One cannot develop one’s functions i 
fully as a doctor and a citizen without being interested j 
policies affecting the welfare of the community, and this is only 
another way of saying without “ being political.” Let us agre 
that it would be quite improper to mix politics with practice: 
and that it would be equally improper in the teaching of social 
medicine (which, like clinical medicine, has its scientific disc 
plines as well as its humanistic motives) to discuss political pro 
grammes for the solution of problems which can, and should 
be as critically and dispassionately studied as bedside or labora: 
tory problems. But it is surely wholly proper that doctors 
when fitted and able to do so, should play a part in local 
government ; that they should support parties which-seem to 
them to work best in the national interest ; and that they should 
sometimes occupy seats in the House of Commons—or even ing 2*ither 
the House of Lords! In these places what are they butg “sease 
politicians—left, right, or centre? The advocacy of 85%§ conv 
extraction flour—which you, Sir, actually refer to as the} D0ysic 
“ political loaf” in your leading article of March 17—is surely§ “iden 
political. Incidentally’such advocacy requires State controls andy “*Per'« 
opposes certain interests, and puts the people’s health above Our 
individual “ free choice.” former 

And surely it is inconsistent to say that we doctors should§ ‘temic 
remain “ detached from political colour ” and in the next breath§ tic « 
to affirm that “many of us believe that to nationalize medicine who d 
is not only an unnecessary innovation but one which is unlikely} ! seen 
to give the best results in medicine in this country. If we find 
the public uncertain it is our bounden duty to convince it 0) 
this.” Is it then non-political publicly to oppose a national 
service but political*to support it? As Lord Horder remind 
us, we stand convicted, with our legislators, for ‘not having 
raised our voices more loudly about the environments 
nutritional, and other conditions which have maintained a vasi 
and unnecessary amount of disease in our midst. The improve: 
ment of these conditions. could certainly do more- for national 
health than the extension and reorganization of the medical ané 
other health services, but we are all entitled to speak accord 
to our conscience, our experience, and our knowledge on eithet 
or both of these correctives. 

I have advocated a full national medical service—to be intro 
duced gradually with a system of five-year plans and appropriate 
priorities—because I sincerely believe it to be ultimately in the 
best interests of both the people and the profession of medicin 
Until we have tried it, however, neither Lord Horder’s assump 
tions nor mine can be proved the-more correct. British medicit 
owes so much to him and he has done so much for ii 
colleagues, -students, and patients that his word commands 4 
very great respect, but in a matter of prognosis he himsé 
would not wish it to be considered final and _authoritariaa- 
I am, etc., 

Oxford. 
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Ludwig’s Angina 

siz,--l have had a considerable experience of Ludwig’s 

inf and have studied the literature and case reports for 


: many years. 


Oedema of the epiglottis is frequent, but I have not seen 
1 obstruction. Tracheotomy instruments have always 
been ready when operating on these cases, but I have never 
had to use them. I believe that the reported fatalities are 
due to sudden heart failure. These patients are exhausted, ill, 
and suffer from severe toxaemia. Danish surgeons say the injec- 
tio of novocain into the masseter and internal pterygoid 
muscles abolishes trismus. 

If the U.S.A. Davis gag is used intubation is facilitated and 
the anaesthetic is continued during intubation. Moreover, the 
direct laryngoscope can be used with the Davis gag in posi- 
tion. Most surgeons agree that the abscess is found in the 
submaxillary gland fossa deep to the gland and superficial and 
deep to the mylohyoid muscle. In one case sepsis around 
an impacted wisdom tooth produced a lateral retropharyngeal 
abscess. A good exposure and access to the abscess was 
obtained by the Davis gag. All acute retropharyngeal 
abscesses Should be opened with the use of this gag. 
Ludwig’s angina can be drained by a large bow incision ; 
the wound is opened widely by retractors and the abscess is 
found by dissection. When the abscess is found a finger is 
introduced to break down loculi and a small vertical incision 
is made to the lowest point of the abscess. A drainage tube 
js inserted for 48 hours only. 

All these cases and deep abscesses in the neck so treated 
have made an uneventful and rapid recovery. I do not con- 


em sider that the removal of the submaxillary gland or incision 


from the mouth into the neck is desirable or necessary. 
Also a drainage tube passed from the mouth into the neck 
wound causes discomfort, impedes feeding, and is unnecessary. 
—I am, etc., 


London, W.1. E. D. D. Davis. 


Enteritis in Scotland 


SmR—A current outbreak of enteritis in Scotland is rousing 
public interest and causing comment in the Press and elsewhere. 
The ailment has been loosely described as “dysentery,” but 
neither the pathogenic germs of this nor of other enteritic 
diseases have been isolated. The illness is mild, causing personal 
inconvenience and waste of industrial time rather than serious 
physical disability. In the absence of positive bacteriological 
evidence, may I put forward a theory based on personal 
experience ? 

Our wartime: diet includes a much greater amount than 
formerly of tinned and other preserved foods, containing 
chemical substances, usually sodium nitrate, sodium nitrite, 
boric acid, and sulphur compounds. There must be few of us 
who do not ingest a certain amount of these chemicals weekly. 


4 lt seems reasonable to suppose that a chance arrangement and 


superimposing of some of these common foods may give just- 
that amount of cumulative irritation to set up an enteritis. In 
addition to tinned foods, one must not forget that preservatives 
ale present in sausages and in “ mince ’’—i.e., the uncooked 
minced beef sold by butchers—both very popular items of diet 
in Scotland, particularly in industrial areas. On at least six 
occasions during the past year a sudden enteritis, affecting my 


§ own household and others, was preceded by a meal of sausages 


Which were fresh, palatable, and highly reputable. 

It is a striking testimony to the purity of our food and water 
supplies that in the sixth year of war we are still without an 
epidemic of enteric infection. I would suggest that the amount 
of preservatives, in our home-produced food at least, might now 
be safely lowered for our national convenience.—I am, etc., 

Dyce, Aberdeenshire. MARGARET S. M. McGrecor, M.D. 


Conservative Treatment of Duodenal Ulcer 


Sik—A recent statement by a speaker at the Royal Society 
of Medicine that perforated duodenal ulcers rarely recover 


§ Without surgery prompts me to write concerning a conserva- 


five treatment of this condition. 

I noticed when operating on perforated duodenal ulcers that 
often one had to remove an omental plug before suturing the 
perforation, and that often when assisting at a subtotal gastrec- 





tomy the patient had previously had a duodenal “ leak” which 
had healed. After making these observations I decided to 
attempt a conservative treatment of perforated duodenal ulcer. 

My small series of patients were six men—three between the 
ages of 20 and 30 and three between the ages of 60 and 65. 
On admission the clinical diagnosis of perforated peptic ulcer 
was in each case confirmed by a colleague. Immediately the 
diagnosis was confirmed morphine 1/4 gr. was given intra- 
venously and an intravenous drip of 5% glucose in saline begun. 
Next the stomach was emptied by a wide-bored stomach tube, 
which was then removed, and a Ryle’s tube passed nasally into 
the stomach and left in situ. The stomach was aspirated every 
half hour for the first 24 hours, every hour for the next 
24 hours, and every 3 hours for the subsequent 24 hours. 
During the whole time the Ryle’s tube was in use frequent 
mouth washes were given. For the first 24 hours morphine 
1/4 gr. was given every 4 hours if abdominal pain returned, but 
I did not find it necessary to give it after that time. The intra- 
venous glucose-saline was continued for the whole of the first 
3 days, after which the patients were put on a Sippy diet, and 
in no case were there any ill effects and each patient made an 
uninterrupted recovery. 

After a month each patient was examined radiologically and 
in each case the presence of a duodenal ulcer was confirmed. 
I am very grateful to Mr. G. W. Beresford, F.R.C.S., for his 
permission to carry out this method of treatment.—I am, etc., 

Southlands Hospital, Shorcham. E. W. BEDFORD-TURNER. 


Incidence of Peptic Ulcer 


Sir,—Sir Henry Tidy’s interesting article on the incidence 
of peptic ulcer (March 10, p. 319) has social implications. The 
only factor I can think of which could affect the incidence of 
gastric ulcer in women about 1913 is that the period in ques- 
tion coincided with the cessation of tight lacing. 

The increase in the incidence of duodenal ulcer perforations 
in men at the time of the worst London “blitz” may be 
accounted for by the greater exhaustion on the part of men 
than of women. Nearly all men in London at that time were 
doing frequent night duty in addition to daily work. Women 
constantly lost sleep too, but those with children at least 
rested when the children rested. And men smoked more— 
especially at night—I am, etc., 

Leeds. R. A. Murray SCOTT. 


Immunization against Tetanus 


Sir,—There must have occurred to many practitioners in rural 
areas the desirability of inoculating substantial sections of the 
civil population with antitetanus toxoid. I refer particularly 
to workers on farms and small-holdings and those connected 
with horses, etc. How often do patients present themselves 
with injuries received in the course of their occupations, some- 
times contaminated with dirt to a greater or lesser degree, and 
the problem always has to be considered whether or not to give 
antitetanic serum prophylactically. It is impracticable to do so 
in every case, and, as recent correspondence in the Journal 
has shown, tetanus not infrequently results from insignificant 
injuries. 

Experience during this war has demonstrated the great value 
of inoculation of soidiers with antitetanus toxoid, and I write 
to suggest that the organization which must have been set up 
for the production of the toxoid in sufficient quantities should 
be used after the war (earlier, if possible) for the benefit of 
susceptible sections of the civil population. 

There is the interesting question whether or not inoculation 
should be a general practice, comparable to that adopted and 
urged for children ‘in the case of diphtheria. I should be 
interested to learn the views of your readers on this point.— 
I am, etc., : 


Sturry. L. J. GREEN. 


Identification of Gas Cylinders 
Sirn,—We have read with interest the note on the 
“ Identification of Gas Cylinders” (March 17, p. 381), and 
particularly the concluding sentence that accidents due to mis- 
identification of gas cylinders are not, unfortunately, rare, and 
that if the anaesthetists would agree upon standard markings 
doubtless manufacturers would at once meet their wishes. 
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Unfortunately the matter is not so simple as your contribu- 
tor apparently believes, since the solution of the problem 
involves negotiation and agreement between several interested 
parties in this country and over-seas; it is not dependent- on 
the anaesthetists alone. 

Steps to deal with the situation that exists have been taken 
already by the Council of the Medical Defence Union and 
the Association of Anaesthetists acting in conjunction with 
national manufacturers of gaseous anaesthetics and anaesthetic 
apparatus. At a conference of these parties it proved prac- 
ticable to secure the adoption of and the assurance of the 
immediate application of a “short-term policy” whereby the 
manufacturers undertook to carry out the following improve- 
ments related to the identification of gas cylinders: 

1. The effective colouring of cylinders containing gaseous anaes- 
thetics to enable the cylinders and their contained gases to be 
identified unmistakably by .the colour employed. 

2. The labelling or stencilling of the cylinders with the appro- 
priate name of the contents or the chemical formula. 


A “long-term policy” dealing with the undermentioned 
aspects of the problem was prepared and submitted to a 
special committee established under the aegis of the British 
Standards Institution. This committee consists of representa- 
tives of the professional, technical, and commercial interests 
involved and it has a reference calling for an examination and 
report upon suitable measures that may be adopted for the 
avoidance of accidents arising from errors of identification of 
gas cylinders and on other cognate matters relating to the use 
of coloured tubing, adapters, outlets, safety valves, etc. It is 
eventually hoped that a common measure of agreement will 
be secured with regard to standard specifications on these 
several items of equipment that are commonly employed by 
anaesthetists in their work. 

The “long-term policy ” envisages: 

1. The incorporation of safety valves in cylinders containing 
gaseous anaesthetics. : 

2. The use in hospital. and private practice of non-interchange- 
able couplings. 

3. The use in hospital and private practice of an approved colour 
scheme for anaesthetic tubing. 

4. The regular periodic servicing and inspection of anaesthetic 
apparatus in hospitals by approved manufacturers. 

5. The use of fixed metal tubing in place of rubber tubing on 
integral machines. ' 
Manufacturers are anxious’ to assist in every direction 

possible, but emphasize the impracticability of introducing 
extensive and costly changes in the midst of a war when labour 
problems are acute and material is in short supply. Inter- 
national standards and specifications will also call for considera- 
tion by the committee, and it is sincerely hoped that progress 
will be made to obviate the confusion arising from the inter- 
changing and use of gas cylinders of foreign origin.—We are, 
etc., 


JAMES FENTON, 
President, Medical Defence Union. 


ARCHIBALD D. MARSTON, 
President, Association of Anaesthetists. 


Sir,—Every practising anaesthetist will applaud your medico- 
legal note (March 17, p. 381), since each of us is looking for- 
ward to the time when all cylinders are distinguished not only 
by colour but also by size of nozzle. I believe that the Asso- 
ciation of Anaesthetists is at this moment actively engaged in 
obtaining this, and their efforts are receiving the sympathetic 
attention of manufacturers. Accidents are not heard of because 
most of them terminate favourably, but if Prof. Macintosh’s 
suggestion were adopted that all anaesthetic deaths should be 
reported we should learn a lot about connecting up cylinders 
wrongly.—I am, etc., Z 


London, W.1. R. ERSKINE-GRAY. 


Sir,—It is to be hoped that anaesthetists and hospital authori- 
ties will give careful attention to the medico-legal problem 
involved under the heading “ Identification of Gas Cylinders ” 
(March 17, p. 381). 

With this problem in view the anaesthetic apparatus in the 
new operating theatre at the South Middlesex Emergency and 
Fever Hospital was specially designed. Here we do not rely 
on any colour system (as your contemporary recommended), 


’ syndrome.” 


-best settle with their consciences by using the abbreviation 













Manica Jodmal . & M: 
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but employ such devices as non-interchangeable yokes angi asses: 
couplings, so that a tragedy such as you describe is rendered and | 
impossible. By means of an automatic alarm system employing There 
apparatus of a type used for many years in industry, and no not ! 
“Heath Robinson” devices, another prevalent cause off scat. 
anaesthetic deaths—namely, unobserved failure of Oxygen branc 
supply—is eliminated. ~ B any c 
All safety devices cost money, but where human lives are g Lat 
stake this is of secondary importance. Pious recommendation inves! 
are of no avail, but these deaths could be prevented by a suitable type 
Act of Parliament compelling manufacturers and hospital Glase 


authorities to adopt certain standards of safety in design, testing 
and installation.—I am, etc., 
Twickenham. NorMan R. James, 


Barotrauma . 


Sir,—Dr. A. B. Alexander (Feb. 24, p, 276) has suggested that 
the aural lesion produced in certain circumstances by changes 
of atmospheric pressure should be described as a “tubo. 
tympanic pressure’ syndrome” on the grounds of greater 
accuracy. With diffidence the following reply is submitted 
to his criticism of “otitic barotrauma,” the term used by 
the Royal Air Force for the last three years. The former 
term is more general and therefore less accurate; it could 
be stretched to cover the case of the aviator who has “ got 
away with” flying with a cold and has managed to maintaiy 
sufficient ventilation through his Eustachian tubes during 
descent to avoid damage to his drums, although experiencing 
symptoms. Such a patient would not be considered to beg An 
suffering from “ otitic barotrauma,” but would still be classi- 
fiable under the all-embracing “tubo-tympanic pressure 


Your correspondent objects to “otitis.” If we accept the 
definition of inflammation as the response of injured but living 
tissue to the initiating trauma, then there can be no objection 
on terminological grounds. Clinically as well the classical 
features of inflammation are present—viz., dolor, tumor, 
rubor, atque functio laesa. Admittedly the calor component ij 
more difficult of proof, but hyperaemia is an early sign and 
so calor localis would be there for any diligent seeker. — 

There can be little quibbling about “barotrauma,” which 
is a gem of a word in both derivation and description, 
“ Barotraumatic otitis” is therefore just as accurate a term as 
“traumatic synovitis’? and better perhaps than “ industrial 
dermatitis.” Custom has led to the use of pure Latin for 
describing diseases of the ear, and so by analogy the condi- 
tion should be “ otitis barotraumatica.” Some indulgence is 
here requested for the well-known word-coining propensities 
of the members of the R.A.F., who with their American 
friends are intolerant of redundancy, and so the anglicized 
“ otitic barotrauma” has been produced with the doubtful dis 
advantage of interchange of noun and adjective but with an 
economy in a couple of syllables. Terminological purists can 
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“O.B.,” which, like “C.S.0.M.,” has the great merit of 
brevity so woefully lacking in “tubo-tympanic pressurt 
syndrome.” 

In conclusion I would like to thank Wing Cmdr. J. E. G 
McGibbon for drawing attention to the benefits derived from 
auto-inflation with the head tilted slightly backwards (B.M.J, 
Feb. 10) in correction of my statement in an article of earlie! 
date.—I am, etc., 

R. M. S. MATTHEWS. 


Another View on the Bassini Operation 


Sir,—Like Elihu, the son of Barachel the Buzite, of the 
kindred of Ram, my wrath has been kindled and I am con 
strained to speak. For years it has been the fashion to malign 
the Bassini type of operation for inguinal hernia. 1 speak The 
from memory, but so far as I recollect, during a discussion of 
inguinal hernia some years ago, Prof. Grey Turner was the 
only one who had a kind word to say in favour of {his 
operation. As far back as 1927, when the Association 0 
Surgeons met in Glasgow under the presidency of the lai Dalzi 
Prof. Archibald Young, I gave figures concerning 80 cases of el 
inguinal hernia treated in Prof. Young’s wards. Most of thet Weat a 
had undergone an operation of the Bassini type. Prof. Yoult 
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the results. Of these 80 cases 4 were direct hernias 
gad 76 indirect, 9 of which were of the “ sliding” variety. 
were 3 recurrences in the series. Eleven others were 
not reckoned complete “cures ” because of neuralgia in the 
Since then I have never failed to divide the inguinal 
of the ilio-inguinal nerve, and there has never been 

any complaint because of this. 

Lately my junior colleague, Mr. Thomas L. Gordon, has 
investigated the cases of inguinal hernia treated by the Bassini 
type of operation in my wards in the Western Infirmary, 
Glasgow. He has included strangulated hernias in this series, 
and even then there is only a 3% recurrence rate. Mr. Gordon 
hopes to publish the details soon. There is no machinery at 
present that can determine a true recurrence rate. It would 
require a national register, and we should have to wait until 
every member of a large series of cases had died before we 
learned the absolute truth. Nevertheless, our investigation has 
peen conducted as accurately as possible under war conditions. 

] find it difficult to understand why such apparently uni- 
formly bad results have been obtained by those who write 
disparagingly of the Bassini type of operation. I believe the 
worst results will be obtained by the surgeon who limits him- 
self to one method of “ curing” hernia ; there is no one method 
witable for every case. Allowing for this, a large proportion 
of inguinal hernias can be treated by the Bassini type of opera- 
tion, and the results compare very favourably with those of 
any method. The following is a brief description of the 
operation I favour. 


An ample skin incision is made so that no traction is exerted on 
the wound edges. The aponeurosis of the external oblique is split 
from a point lateral to the internal ring to the external ring. The 
upper leaf is then stripped from the underlying internal oblique and 
rectus sheath for at least three or four inches. This generally allows 
easy approximation of the conjoint tendon and the related muscles 
to Poupart’s ligament with little or no tension. The lower leaf is 
similarly cleared to define the deep aspect of Poupart’s ligament. 
The inguinal branch of the ilio-inguinal nerve is now removed. The 
cord is then lifted from its bed and the sac exposed and freed far 
up, much higher than the neck. At this high level it is cut away 
and the opening in the peritoneum closed by a continuous suture. 
The cremaster muscle and excess veins are removed. The canal is 
then repaired by approximating the conjoint tendon, etc., to Poupart’s 
ligament, behind the cord, with four or five interrupted sutures of 
catgut not thicker than No. 1. Great care is taken to place these 
stitches at different levels so as to avoid splitting of the fibres of the 
ligament. A continuous suture of 4 or 6 “0” catgut is then applied 
over this to ensure that no underlying fat or other tissue can possibly 
be thrust through between the interrupted stitches should the patient 
te sick during recovery. The cord is then placed on the new floor 
and the external oblique aponeurosis stitched. The deep fascia is 
always sutured as a separate entity and the skin wound closed. Care- 
ful haemostasis is necessary throughout. An ample dressing is 
applied and retained in position by a firm spica bandage. The 
patient is nursed on his back and the knees are not flexed; this 
ensures that general healing and the adherence of the various layers 
of the abdominal wall take place in the fully extended position. If 
the patient’s hips are flexed, either by the use of a knee pillow or 
by raising the head and shoulders, healing occurs in this flexed 
Position and a very pronounced strain is put on the repair when 
the patient is allowed up and tries to assume the erect posture. 
The patient is kept three weeks in bed, but is allowed to move freely 
after the first week so long as he returns to the fully extended 
Position. 


In the prevention of recurrence I consider that free exposure 
is important and, even more so, absence of haste: never look 
atthe clock ; do the job carefully and well no matter how 
long it takes. Most important of all is delicate handling of 
the tissues. There is a class of elderly patient with very 
degenerate tissues in whom almost any operation is doomed 
to failure. I am presuming that those cases are only dealt 
with should an emergency arise, such as strangulation. Recur- 
rence in such cases is almost unavoidable. 


The last paper dealing with inguinal hernia appeared in the 


British Medical Journal of March 3 (p. 296) by Mr. Percival P. 
le. He, like so many, finds that most recurrences occur 
the Bassini operation or one of its modifications. As 
slated above, this is not my experience. He goes back to 
the silver filigree. I made many filigrees for the late Sir Kennedy 
el when I assisted him away back in 1911. As time 
Went on he gave up the method, and personally I have not 
In the rare cases that require extra support 











fascial strips are used from the external oblique aponeurosis, 
leaving them attached at the pubic end. 

I was amazed to learn in the memorandum issued by the 
Army Medical Department that “sepsis” is “relatively com- 
mon.” As a junior I was brought up to believe that sepsis, 
occurring in a clean operation of choice, was entirely the fault 
of the surgeon, and I was told in no measured terms that if 
I could not perform a clean operation without incurring sepsis 
I should give up surgery. I was allowed no excuses. In no 
case of inguinal hernia treated in my unit has there been 
sepsis. Why should sepsis occur in an operation of choice? 
The causes are much the same as lead to recurrence—i.e., 
small incision, because excessive ‘traction is used to gain 
exposure, rough handling, and haste. Mr. Cole had no case 
of sepsis in his series, and that is as it should be. But he 
attributes this to non-touch technique. Now I think non-touch 
technique a snare and a delusion. If a surgeon cannot trust his 
hands as much as his instruments something serious is wrong. 

Recurrences were met with all too frequently in the first 
three or four years of this war. Among such I dealt with two 
cases repaired elsewhere by fascial suture and one by floss 
silk (this had become septic in the presence of a carbuncle). 
In several others it was impossible to determine what method 
had been used; in some the sac only appears to have been 
removed. It so happens that none was of the Bassini type. 
I have a shrewd suspicion that there would not have been 
such a flood of recurrences if junior surgeons had been taught 
to do a simple operation such as I have described rather than 
embark upon more intricate procedures. 

I started with a quotation from the Book of Job; let me 
finish with one from Shakespeare: when there is a recurrence 
“the fault, dear Brutus [or surgeon] is not in our stars [cr 
choice of operation] but in ourselves.”—I am, etc., 


ANDREW J. HuTTON, 
Visiting Surgeon, Western Infirmary, Glasgow. 


Prophylaxis of Trench Foot 


Sir,—I had not intended to reply to Dr. A. W. Forrest’s 
letter (March 10, p. 344), which expresses so complete an 
ignorance of the subject of trench foot that it seems to answer 
itself. I am, however, induced to change my mind by some 
who feel that public policy demands it. I shall not, however, 
follow his example of wasting much of your valuable space. 

There was nothing “novel” in my paper. It was a sum- 
mary of the methods of prophylaxis which were found highly 
effective in the last war, and which, by their strict application 
in this war, have reduced the British casualties from this cause 
to negligible numbers in circumstances of the greatest hazard. 

I think that Dr. Forrest may assume that my “ strong words ” 
do, in fact, meet with the approval of the fighting Services. I 
have had ample assurance of this from the highest quarters. 
To the best of my knowledge neither the University of London 
nor the British Postgraduate Medical School has formulated 
an Official policy on the prevention of trench foot. We have 
not yet reached a stage of Fascism in which such bodies censor 
the views of lecturers within their walls.—I am, etc., 

Whitchurch, Bucks. RAYMOND GREENE. 


Ovariotomy or Caesarean Section ? 

Sir,—I deprecate any hard-and-fast rule as to whether 
ovariotomy performed on a patient with a viable pregnancy 
should or should not be accompanied by Caesarean section. 
Surely it depends on how far the patient is from term. If the 
time is considerable natural delivery should be awaited, but 
if labour is shortly due the question has to be considered 
whether it is desirable to let the patient undergo a second 
operation, albeit she carries out that operation on herself. I 
think the patient and her husband should decide this after 
the pros and cons have been explained to them. 

When the ovariotomy has to be undertaken because the 
labour is obstructed, whether the child should be delivered by 
Caesarean section or not largely depends on the state in which 
the obstructed labour has left the patient. If this is unsatis- 
factory Caesarean delivery is unquestionably indicated. -I can 
imagine the despair of a woman who, having already suffered 
for many hours, awakes from the anaesthetic to find she still 
has to undergo the pangs of labour, made worse by the pain 
of an abdominal wound. If men, instead of women, bore 
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children I fancy that the teaching of certain professional 
obstetricians would undergo some modification. 

Mr. Stanley Way’s letter (March 17, p. 384) interests me, 
and I entirely agree that, when an ovarian cyst in a refatively 
young woman is operated on, the cyst should be enucleated 
and not dealt with by ovariotomy. I have strongly advocated 
the enucleation of ovarian cysts ever since I accidentally dis- 
covered, in 1916, that they could be enucleated; and I have 
ventured to coin the name of “ ovarian cystectomy” to dis- 
tinguish this operation from ovariotomy, in which the ovary is 
removed as well as the cyst. If Mr. Way will look up the 
literature he will find that in 1924 I stated that all innocent 
ovarian cysts and many innocent solid growths of the _ovary 
could be.enucleated, and I have written on the subject many 
times since. I am, however, glad to read Mr. Way’s confirma- 
tion. I have now performed the operation just over 300 times 
without a death, and have several times enucleated cysts 
weighing over 20 lb.—I am, etc., 


London, W.1. VICTOR BONNEY. 


Flour in the Loaf 


Sir,—In the Journal of March 17 (p. 393), in a report of the 
House of Lords debate on Feb. 28, you cite some remarks by 
the Earl-of Portsmouth about Bemax, a product of my com- 
pany. I realize that in the course of a summary of the pro- 
ceedings in the House of Lords it is entirely natural that you 
should include Lord Portsmouth’s remarks, but it is unfortu- 
nate from my company’s point of view that Parliamentary 
privilege prevents my dealing with their inaccuracies as effec- 
tively as would have been possible had they been made outside 
the House. I feel therefore bound to ask for the hospitality of 
your columns to refute Lord Portsmouth’s statements. 

I will confine my comments to those points which are likely 
to be, if uncontradicted, most damaging to my company’s 
reputation. He stated that Bemax “ was largely the result of 
removing the most valuable constituents from the wheat berry 
before it was made into white bread.” This statement bears 
no relation to fact. Not a single particle of Bemax is derived 
from wheat or flour intended or actually used for the manu- 
facture of bread. For the benefit of your readers who are 
not familiar with milling processes and the current law on 
the matter I ought to explain that the removal of germ from 
flour intended for bread-making is’ strictly prohibited by cur- 
rent regulations (S.R.&O., No. 11, 1943), and to my personal 
knowledge and to the knowledge of everyone who has any 
connexion, direct or indirect, with the milling industry, these 
regulations are rigidly enforced. The facts just cited have been 
publicly mentioned in both the House of Commons and the 
House of Lords (see, for example, Hansard, June 9, 1942, 
June 30, 1942, July 16, 1942, July 21, 1942, Aug. 14, 1942, 
July 23, 1943, etc.). It is clear, therefore, that Lord Portsmouth 
failed to study in advance the subject on which he was to 
speak. 

The raw material from which Bemax is prepared is 
extracted solely from flour destined for manufacturing pur- 
poses—purposes in which the vitamin B, will in any case be 
unavoidably destroyed in whole or in major part by the sub- 
sequent manufacturing processes. Its extraction for use as 
Bemax represents, therefore, a far-sighted and wise “salvage ” 
policy in relation to nutritional needs and not, as is clearly 
implied by Lord Portsmouth’s remarks, a worsening of general 
nutrition via bread for the benefit of private interests. Lord 
Portsmouth further alleged that Bemax supplies the most valu- 
able constituents of the wheat berry at something like a hundred 
times the price they would cost if they had been left in the 
loaf. These fantastic allegations as to the relative cost of 
Bemax and bread are, in any case, irrelevant, because Bemax 
is not “subtracted” from the loaf; but even if this were not 
so, the extent to which Lord Portsmouth’s statements deviate 
from a fair comparison may be gauged from the fact that the 
cost of vitamin B, in Bemax is slightly less than its cost in 
the loaf, notwithstanding the subsidy on bread. A similar 
comparison in respect of other factors of the B complex, as 
well as of other nutrients, is equally favourable to Bemax. If 
indeed the product had ever been sold at an exorbitant price, 
normal competition would long ago have operated to reduce it. 

For many years my company and its scientific staff have 
contributed to the advance of nutritional knowledge. Our 


“examinations to holders of any medical qualification registrable oj 


‘R. E. Moore. 


‘R. E. Steiner. ° 
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educational publications have always stressed the nutrit; 
triti 
advantages of wheatmeal bread. Some of these publicatigal 
are widely used in the schools and have been incorporated } 
independent authors in medical and nursing textbooks, : 







































therefore, we are again to be attacked publicly in this ee 
. . . m: 
I trust that it may be in circumstances of a nature which eal 
be dealt with by ordinary legal processes.—I am, etc., 
H. C. H. Graves, 
Hammersmith, W.6. Chairman and Managing Director, Vitamins Ltd Sir 1 
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UNIVERSITY OF CAMBRIDGE Colle; 
The Council of the Senate and the General Board have isgueqie in the 


reports on the establishment of a Professorship and a Department 
of Experimental Medicine (Cambridge University Reporter, March 
14, 1945). In 1931 the Council had under consideration the settine' 
up of a professorship of experimental and clinical medicine, recoms| 
mended by_ its committee which considered the position of medical, 
studies in the University after the death of the Downing Profesggp 
of Medicine. The Council could not then accept its committest 
recommendation, because the chair could not be established withoy 
a large benefaction. In its statement on post-war needs a year 
the Faculty Board of Medicine recommended the early establishmen| 
of a department and professorship, and said it would welcome the 
appointment of Dr. R. A. McCance as professor if it were four 
possible to establish the department. In its report dated Feb. 2 
1945, the General Board makes known an offer by the Medic 
Research Council to provide the stipend of Dr. McCance as p 
fessor, and also to increase substantially the financial support whi¢ 
it is already affording to Dr. McCance’s researches. The Cound 
of the Senate is of opinion that advantage should be taken at onc 
of the generosity of the M.R.C., for this now makes it possible {| 
bring into being a professorship it has long wished to establish. 1 
order, however, that the University may be free in its plans for th 
future the Council proposes that the professorship be limited to one 
tenure. Other recommendations are that the professor shall not 
engage in private practice, and that the chair be primarily assigned 
to the Faculty of Medicine and come into being on Oct. 1 next. 
Dr. McCance’s present position is that of Reader in Medicine. 


E. Cronin has been approved for the degree of M.D. in absence, 
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UNIVERSITY OF SHEFFIELD 


Dr. H. A. Krebs has been appointed to the newly created Chair of 
Biochemistry. Prof. Krebs first went to Sheffield from a post a 
Cambridge nine years ago and, as lecturer, founded there a schoo 
of biochemical research which his work has made very well known 
in scientific and medical quarters of the world, attracting researchers 
from other places, including the United States, to work under him, 
and winning substantial support from such bodies as the Medica 
Research Council and the Rockefeller Foundation of New York 
He has taken an active share in organizing and conducting a number 
of nutritional studies for the Government during the war. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At an-ordinary meeting of the Council held on March 8, with 
Sir Alfred Webb-Johnson, President, in the chair, it was reportel 
that Sir Hugh Devine was admitted to the Honorary Fellowship d 
the College in Melbourne on Feb. 24 by H.R.H. the Duke df 
Gloucester. : 

It was decided to continue recognition of the Walton Hospital 
Liverpool, under the F.R.C.S. regulations in respect of the 
of resident surgical officer, second resident surgical officer, and senic 
house-surgeon. It was also decided to amend the regulations fo 
the Fellowship examinations so as to extend admissibility to th 












the British Medical Register. 
Sir Arthur MacNalty was appointed Thomas Vicary Lecturer, ai 
Prof. W. E. Gye, F.R.S., and Dr. L. Foulds Imperial Cancé 
Research Fund lecturers in the College for 1945. 
Diplomas of Membership were granted to J. A. Litchfield at 













Diplomas in Ophthalmic Medicine and Surgery and in Medic 
Radiology were granted jointly with the Royal College of Physiciat 
of London to the following successful candidates: 


DIPLOMA IN OPHTHALMIC MEDICINE AND SuRGERY.—P. L. Allen, J. 0 
E. A. Butterworth, J. S. Crawford, G. P. Crookes, A. Dala, W. M. C. Gilme 
H. L. Gulati, J. R. C. Holmes, G. A. D. Lamb, R. L. Parish, J. M. Po bli 
S. P. Redmond, Jane P. Smith. Publishe 

DIPLoMa IN MEDICAL RaDIOLOGY.—M. Bennett, V. J. Coffey, J. C. DOE Syndrom 
E. W. Hyde, Katie H. Jones, K. M. N. McMahon, B. Mannheimer, S. L. Mitt Reoj 
A. D. O'Connor, D. P. O'Sullivan, T. R. Riley, K. Sicher, W. G. § gg 

fraphy, | 
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licatiog the general medical public in several masterly articles wmitten 

aa by Obituary by him for this losad: 

kb, fi Sir Henry DALE, O.M., President of the Royal Society, sends 

> manner — the following appreciation : 

hich can Sm THOM ne ages ar oF Cc | wo F.R.S., With the death of Sir Thomas Lewis, at an age when his 
se i al a ad mental vigour had suffered no decline, we have lost an experi- 

mins Lia, Sit Thomas Lewis, physician to University College Hospital, mental scientist and physician of the highest rank. As is well 

______ Ff and Director of the Department of Clinical Research and Holme known, Lewis very early made it his life’s aim to establish in 


lecturer in the medical school, died at Rickmansworth on 
March 17. For many years he had been engaged solely in 
jeaching and research. 

Born in 1881 son of Henry Lewis, J.P., of Tynant, Taff’s Well, 
gear Cardiff, he was educated at Clifton College, at University 
College, Cardiff, and at U.C.H. He gained first-class honours 
jn the Final B.Sc. at London University, qualified in 1904, and 
a graduated M.B., B.S.Lond. with 











the University Medal, and 
D.Sc. of the University of 
Wales. He won clinical and 


pathological medals at U.C.H., 
was elected assistant physician 
not long after taking his M.D., 
and became F.R.C.P. in 1913. 

He was also for a_ time 
physician to the City of London 
Hospital for Diseases of the 
Heart and Lungs, Victoria 
Park. In 1908 he asked A. S. 
.MacNalty to work with him on 
heart-block. This was the first 
investigation on a human sub- 
ject in which the electrocardio- 
graph was used, and a joint 
paper entitled “ A Note on the 
Simultaneous Occurrence of 
Sinus and Ventricular Rhythm in Man” appeared in the 
Journal of Physiology that year. For his contributions to 
cardiovascular. physiology, on which he gave the Croonian 
Lecture to the Royal Society in 1917. Thomas Lewis was 
elected F.R.S. in 1918, and in 1927 was awarded a Royal Medal. 
Much of his work which formed the basis of his Croonian 
Lectures before the Royal College of Physicians in 1926 had 
heen published in detailed form in a series of original memoirs 
printed chiefly in Heart and in the Journal of Physiology from 
1916 onwards. This wealth of experimental material during 
eleven years appeared as a monograph, The Blood Vessels of the 
Human Skin and their Responses (1927); by that time all the 
world of medical science knew of the leading part played by 
Thomas Lewis in that remarkable advance in clinical knowledge 
.. of the defects of the heart’s action, made possible by experi- 

mental analysis of the mechanism of the mammalian heart 
LAND g beat. 

During the last war he served as consulting physician on 
diseases of the heart to the Eastern Command, and for this was 
awarded the C.B.E. in 1920 ; he was knighted a year later. After 
the war he acted as honorary consulting physician to the 
Ministry of Pensions. He received honorary degrees from the 
University of Wales (when he was President of the Section of 

Medicine at the B.M.A. Meeting at Cardiff), and from the 
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Jen fa Universities of Sheffield, Liverpool, Birmingham, and Michigan. 
lity to th He was a Foreign Member or Honorary Fellow of more than 
yistrable oi’ Score of universities and academic institutions abroad, and 







Was awarded the Mitchell Prize by Toronto in 1933. He 
teceived the Copley Medal—the highest honour of the Royal 
ociety—in 1941, and in 1944 the Presidents of the Royal Society 
and of the Royal College of Physicians awarded him the 
Conway Evans Prize for his great contribution to medical 
knowledge on the normal and abnormal mechanisms of ‘the 
and circulation of the blood. His Harveian Oration to 
the R.C.P. twelve years ago was entitled “Clinical Science,” 
and that was the name of the journal which he founded and 
edited in succession to Heart. Of Lewis’s important writings 
‘PMblished in book form. The Soldier's Heart and the Effort 
Syndrome reached a second edition; Mechanism and Graphic 
Registration of the Heart Beat, a third ; Clinical Electrocardio- 
‘Beaphy, a sixth ; and Clinical Disorders of the Heart Beat, a 
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this country a strong and progressive tradition of direct experi- 
mental research on disease in the human subject, and to the 
furtherance of that aim he devoted the whole strength of his 
indomitable and uncompromising character, as well as his rare 
abilities. 

The son of a distinguished mining engineer, a man of great 
influence in the South Wales coal industry, Lewis -had an 
unusual education. But for a brief period at Clifton he was 
tutored at his parents’ home, where, apart from formal learning, 
he acquired his abiding love of the country and trained his 
remarkable powers as an observer of Nature, which were to 
become so important a part of his equipment as physician and 
man of science. He decided to be a doctor before he entered 
his teens. The precocity of the decision was characteristic, 
as was, perhaps, the reason for it: two doctors who attended 
his family both happened to be conjurers, and young Tom 
supposed that a medical training would be necessary to enable 
him to rival their dexterity. Certainly a remarkable manual 
skill was to play its part, together with a persistent curiosity 
about natural phenomena and a rare alertness and accuracy of 
observation, in making the brilliant research worker which the 
boy was to become. Until he was 16 it does not seem to have 


. occurred to the young Lewis that there was any need for him to 


work at his studies. They would, in any case, have come easily 
to him, and there were so many things in his country life to 
attract and hold his interest more readily ; but to suppose that 
in any moment of his waking life his brain was ever idle, 
relaxed, or inattentive is just impossible to anybody who knew 
him in after-life. He reached a turning-point when at the age 
of 16 he sat for the London Matriculation Examination, and 
failed. That was, of course, enough for Lewis; he forthwith 
applied himself to his books, and thereafter he never failed in 
an examination. At Cardiff he worked hard, and by the time 
he was 20 he was demonstrating for the professors of anatomy 
and physiology. Swale Vincent, professor of physiology, helped 
‘him to his first experience of research. In 1902, at the age of 
21, with an entrance exhibition, he entered University College 
Hospital, London, with which his connexion was to continue 
to the end of his life. All through his student career he was 
giving spare time to odds and ends of research, and meanwhile, 
in the informal friendliness of encounter at teashop luncheons, 
he was learning from seniors of the calibre of Horsley, Bayliss, 
and Starling, all quick to recognize the quality of this young 
man from Wales. He was lodging, too, at this time and making 
a lifelong friendship with T. R. Elliott, by some years his 
senior. Lewis, indeed, had a precocious maturity of outlook 
and scientific judgment which made it natural for him to asso- 
ciate with older men; though he was my own junior by 
64 years, it never occurred to me to think of him as other 
than a contemporary in scientific development and experience. 
I remember the impression of assured scientific competence and 
judgment produced by his first serious piece of research, on 
sphygmograph records, when he described it to the Physiologi- - 
cal Society. Lewis continued this work on pulse records in 
Starling’s laboratory until he met James Mackenzie, whose 
stimulating influence turned his attention to the analysis, by 
the experimental methods then becoming available, of the 
ventricular irregularity which Mackenzie had called “ nodal 
rhythm.” Another influence at that time must have been the 
arrival at University College of Cushny, who had already pro- 
duced auricular fibrillation experimentally. These contacts. 
together with Einthoven’s introduction of the string galvano- 
meter, set the stage for the research which was to establish 
Lewis’s reputation as a medical investigator of achieved dis- 
tinction and of tremendous promise. 

Meanwhile he had been dividing his time between research, 
the tenure of appointments at minor hospitals, and occasional 
private consultations. His foot was, in fact, already well on 


a ladder leading to success as a consulting physician ; but this 
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was not the career on which he had set his heart. He had 
tasted the joys of research and had begun to be conscious of 
his life’s mission, and to mistrust the possibility of dividing 
his time and attention between a concentrated investigation of 
one chosen problem and the finding of rapid solutions for a 
mixed succession presented from outside. In 1910 the first 
appointment of Beit Memorial Research Fellows gave Lewis a 
further chance ; he was an applicant, and his name stands first 
on the now long and distinguished list of those who have been 
Beit Fellows. His tenure was brief, however, for in 1911 his 
old hospital gave him a lectureship, made him an assistant 
physician in 1912, and a consulting physician in 1913. He 
was now immersed in his great series of experimental researches 
on the mechanism of the heart beat, and this work was earning 
him recognition in the U.S.A. at least as soon as in his own 
country ; for in 1914, still at the remarkably early age of 33, 
we find him delivering the Herter Lectures at Baltimore, a 
Harvey Lecture in New York, and remaining for a spell as 
a visiting physician attached to the Peter Bent Brigham Hospital 
at Boston. His experimental work of this period, published in 
a masterly series of papers in the Philosophical Transactions 
of the Royal Society, and summarized in 1917 in his Croonian 
Lecture, must certainly rank as one of the outstanding achieve- 
ments of physiology in our own or, indeed, in any time. For 
Lewis, however, it was merely the necessary background for a 
planned lifetime’s study of the disturbances of the normal 
mechanism by disease. 

In 1916 Lewis’s career and opportunity were finally settled 
by his appointment as the first whole-time research physician 
on the staff of the Medical Research Council, with a ward and 
laboratories placed at his disposal by University College Hos- 
pital. Years later, in 1937, the support of his appointment 
there, as chief of a department of clinical research, was 
transferred to a special Trust endowed by the Rockefeller 
Foundation ; but Lewis’s research colleagues remained on the 
staff of the Medical Research Council.. In its first few years 
the new department’s activities were much scattered and inter- 
rupted by Lewis’s service as consulting physician to military 
hospitals. But out of these war years came his well-known 
studies of the “effort syndrome” (“soldier’s heart”), and the 
first stage, published with Cotton and Slade, of his second 
major series of researches, dealing with the reactions of the 
peripheral blood vessels, and eventually embodied in his 
remarkable monograph (1927), packed with original observa- 
tions, on The Blood Vessels of the Human Skin and their 
Responses—a very model of what can be done by direct experi- 
ment on the human subject, with a minimum of apparatus, 
but with a naturalist’s faculty of observation sharpened to 
the finest edge of precision. Here again Lewis’s aim had been 
to get for himself an exact.picture of normal reactions as a 
starting-point for his study of their modification by disease or 
by inborn abnormality. 

Time and space alike forbid a detailed account here of the 
achievements in clinical research of Lewis and the school which 
he founded. As years went on the centre of his thoughts and 
his interest was more and more occupied by the importance 
of his mission—of his duty to the future of medicine, especially 
in his own country, and of proclaiming its needs at every 
opportunity. The sword must not sleep in his hand till he 
-had built here a temple for the service of medicine by the 
direct experimental investigation of disease in man, with proper 
careers and prospects open to its priesthood and its votaries. 
Some might urge, not without some justice I think, that the 
aspects of human disease open to investigation of this kind were 
its results—the symptoms which Lewis and his colleagues 
analysed into their physiological components with such beauti- 
ful precision—and that the whole range of aetiology, whether 
infective, nutritional, or genetic, must be almost entirely out- 
side its scope. The main thing was that Lewis was creating 
an atmosphere in which medical research in the clinic was 
regarded as an absorbing aim and ambition, and not as a spare- 
time incident in a career leading to consulting practice ; that 
the young men rallied to his banner; that they learned his 
great language, caught his clear accent, and lived in the gleam 
of an eye—the eye of an eagle—which was always magnifi- 
cent, indeed, but mild only on occasions when the mission was 
momentarily out of his mind. They, and we all, have lost a 
great leader ; but his spirit goes marching on. 











Till 1927, when serious illness struck him where he mo 
clearly knew its meaning, Lewis had worked for ten mon 
of every year with a concentrated energy which left his junio 
colleagues panting witi: the effort to keep pace with him, 
the other two months, taken always as a continuous vacatio 
he put medicine completely out of his mind but gave himegd 
with a like enthusiasm, and with all that training and perfecsg 
of equipment coula ysovice, to watching and photographig) 
the birds which he so loved. After his first illness he put thi yal 
joy, with its temptations to physical strain, out of his thoughts: to see 
he moved into the country, gave himself more regular leisure ior an 
to enjoy his garden and ~hose the quieter distraction of fishing experi 
for his holidays uew what was before, him. “ Anothe| litisé 
arrow from the same quiver, my friend,” he said to me whe|™ »! 
a second, less severe attack came in 1935; “but there ; oi 
plenty more to come, and one of them will get me in the end! ye ot 
Meanwhile, with a magnificent courage, he succeeded in what} help | 
for him, must have tf the most difficult of all achievemens| advan 
—schooling himseli: to work at a reasonable pace. To thi wih t 
he was helped beyond measure by the serene happiness of hij “1 


HEE. | 


s 
t 
1 


marriage and his family life, in which the affection which was ® ™™ 
at the real, warm heart of him overflowed in joy and prid ol 


To his widow, his son and his two daughters, and to those @ . 
us who knew him as yne of the most loyal and generous, Mimude | 
not always the easiest, of friends, there must remain, in the for the 
midst of sorrow, the “ought that he has gone before agfot clin 
could weaken the spring and eagerness of his wonderful ming believe 
and spirit. ye *  Jend he 

In his approach to medical research, as in the quality of of his 
genius, I believe that Thomas Lewis was the nearest success Secon 
which our generation will see to his own great pattern ar Wil no 
exemplar, William Harvey. ) assured 








Prof. T. R. Extorrt, F.R.S., writes: 


We have lost a great leader in medical science, taken ay Hecientifi 
untimely when his powers were still at their highest, but not beforbyersing 
he had seen happy proof that an aim for which he had strivedgeyoted 
with intense ardour was now being widely understood and that morbwere m 
than his discoveries would live on as the outcome of his work. |were fo 

Sir Thomas Lewis received the highest honour our country cation or 
give for original discovery in pure science—the Copley Medal of thtwas an 
Royal Society in 1941. Very rarely has an active clinician gainedthe nob 
this distinction, though the medal is given yearly. The last beforbeonceit 
Lewis was 40 years earlier—Lord Lister. That gives a measure Meyery st 
his achievements in fundamental science. In medicine he changt§as Tom 
the approach of every practitioner to the analysis of heart diseag,. 
with such completeness that now we use his teaching so naturaly 
that few recall its origin in Lewis’s work. First came his handbod}. 
on Clinical Disorders of the Heart Beat, 1912. Earlier than th 
though only in his thirtieth year, he had published a classical mompat Lane 
graph on the Mechani..n of the Heart Beat, based on his own studi@lasting 
with Einthoven’s galvanometer; but that was for advanced workéipoo] ay 
in the subject, as was also the journal Heart which, with Mackenzit&gince “1: 
help, he founded at the same time. So he proceeded to an exif... 
clinical study of the natural progress during life of each type 2 
derangement of the beat, defined simple clinical means for recogal Hospita 
ing the types, and then in his handbook set out the results wig*ig M 
an admirable clearness that enabled all to make use of the am‘ Sir \ 
knowledge. Twenty years of patient study of all forms of hematatom 
disease followed, every detail being recorded and analysed wig Australi 
scientific accuracy, and nothing left to an easy generalization f@Qp the 
uncertain memory or intuitive opinion. Added to this was Mp4 Cr 
experience that routine teaching to medical students gave him er io 
shaping his views to easy comprehension at the bedside. Then! With jo 
wrote his second book for direct clinical use, Diseases of the He the 
1932, emphasizing in it the simple principles for estimating whal he spen 
murmur could never tell—the functional efficiency of the heart Throat | 
each stage of disease. That now belongs to common knowledge book hi 

Lewis thought it his duty to write these books for use in mediiyears in 
practice. But the discovery of new knowledge was his burly), h 
desire, and he grudged bestowing time on any other end. Cot Ments j 
to London at an era when endowments for research were begin Childre 
to make it possible for a man to think of such a life in medic Thr . 
he found that hope progressively fulfilled and was soon able to fg *Hroat | 
himself from any fettering interests of consulting practice. @ The m 
when the field of work in electrocardiography seemed exhausted, Blackpoo 
could easily abandon both it and his reputation as a heart specialjAlthough 
and move to new work on skin capillaries. Here he now hioy an 
simplest forms of experiment and apparatus, but with them Black 
penetrating genius carried him to fundamental discoveries of vasa medi; 
reactions to nervous stimuli or to chemical substances prod chairn 
injury of tissues. The problem of pain, especially that arising "§poo], A, 
deep tissues, was also prominent in his later work. and logic 












ant 











‘Boum J pManct 31, 1945 


OBITUARY 


BritisH 
MEDICAL JOURNAL 


463 





i —— 
> he mogf Throughout the second half of his life he was driven by a bigger 
=n moni wider aim than that of his own individual discoveries. 
his juniod Physiology, through his contact with Swale Vincent at Cardiff and 
, june with the great leaders at University, College, had first sway 
1 him. ij! him, and indeed it dominated all his researches so that much 
> vacation of his work might be described as a physiological analysis of clinical 
ve himse oms. But Lewis was intensely conscious“that what he desired 
Perfectiq— <2 more than a co-operation of physidlogy with medicine. He 
tographin there were innumerable- problenis in ‘@icine for the solution 
1e put thi! of which little sustained work was being aliempted, and he wished 
thoughts:|| 10 see clinicians themselves using every scienc®, not only physiology, 
ar leisy ,| jor an exact study of the problems which they, alone were by their 
f us eperience enabled to define. The words in 1869. of Sir James Paget, 
fishin) ¢ a physiologist and pathologist . ~ctl,¢* surgeon, gave both 
Another fe phrase and the thoughts that were ‘faic*‘.ivocated with such 
> Me whei} siensity by Lewis. ‘‘I feel sure that clinical science has as good 
there an claim to the name and rights and self-subsistence of a science as 
n the end ay other department of biclogy. . . . Receiving thankfully all the 
d in what] jelp that physiology or chemistry or any. other sciences more 
hievemensi aivanced than our own can give us, at 4 wursuing all our studies 
To thi with the precision and circumspection that » 4-may best Jearn from 
: . them, let us still hold that, within our range of study, that alone 
me ii "true which is proved clinically, and that, which is clinically proved 
7 no other evidence.” 
and prid ovis had by his own thought reached the same view, and he 
to those it with the devotion of a zealot. A strong sense of realities 
enerous, @made him aware that he must inspire a band of workers, and find 
ain, in th) for them opportunities for research similar to his own, if the subject 
before agjot clinical science were to attain the pprmanent strength that he 
erful min believed to be essential for the advance of medical skill. For this 
: end he founded a Medical Research Society, and changed the title 
‘ Jof his journal Heart to that of Clinical Science so that it might 
ality of tecome the journal of the new society. All was prospering hope- 
t success . Then came the-scattering outburst of war, and Lewis himself 
dattern and will not see the recovery. But he has left behind him men who will 
Jassuredly maintain the movement. , 

Lewis was very loyal to University College Hospital by reason of 
its scientific traditions ‘and could never be persuaded to leave -his 
school. For more than twenty years he was the mainstay of 

taken awe¥ecientific work there, picking out and inspiring younger men, con- 
t not beforpyersing with all and upholding the highest aecuracy of thought. He 
had strivejdeyoted endless care even to elementary teaching, and his lectures 
id that mo emodels of clearness both in thought and voice. All his energies 
his work, |were focused on such work, and from older men he resented opposi- 
country ca#tion or lukewarmness where he looked for strong support But that 
Medal of thiwas an affair of the moment, soon forgotten when one thought of 
ician gaint&the nobility of his aims and the excellence of his work. Of personal 
e last beforeonceit he had none, and his eagerness to help and teach them made 
| measure Weyery student at the school speak of him simply and affectionately 
- he changt#as Tom Lewis. 
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nag raj «6E, M. EATON, M.D., D.O.Oxon,. F.R.F.P.S.GLas. 
ris handbodf. 


i We announce with regret the death of Mr. Ernest Milne Eaton 


sical mon at Lanark, Scotland, on Feb. 3 at the age of 61, after an illness 


ting about two years. He had been inypractice in the Black- 

ol and Fylde district as an ear, nose, and throat specialist 

ce 1928, and was consulting aural surgeon to the Victoria 
Hospital, Blackpool, to Fleetwood, St. Annes, and Lytham 
Hospitals, and to the Corporation of Blackpool. After gradu- 
. results ing M.B., Ch.B. at Glasgow. in 1906, he was house-surgeon 
. of the nm Sir William Macewen and assistant to Prof. Cleland in the 
rms of he@atatomy department of the University. In 1910 he went to 
nalysed wij Australia, where he practised as an eye specialist in Queensland. 
lization IM@§Qn the outbreak of war in 1914 he came with the Australian 
this brs Red Cross to France (No. 2 General Hospital, Rouen); he 
. et Te lier joined the R.A.M.C., and saw service as eye specialist 
of the Heat the rank of captain on the Italian front. After the war 
nating whi Spent two years as assistant surgeon in the Ear, Nose and 
the heart @ Throat Hospital, Glasgow, with the late Dr. W. S. Sime, whose 
knowledge§ book he helped to edit and illustrate. Then followed four 
ise In meds years in successful general practice at Maidenhead, Berks, after 
S my Aa hich he returned to oto-rhino-laryngology, holding appoint- 
oe resin ats in London as surgeon to the Invalid and Crippled 
> in medic Mhildren’s Hospital, and surgical registrar at Golden Square 
vn able to f /iroat Hospital. 


practice. | The more: mature years of his professional life were spent in 
exhausted, 1, where he will long be remembered and honoured. 
heart speci Although a confirmed bachelor, it seemed fitting that he should 
now “joy an almost parental authority amongst the medical profession 


s own studi 
nced wo 

1 Mackenzi 
| to an ex 
each type 
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with them fm Blackpool. He was by common consent the chairman of nearly 
‘ies of vase medical committees and meetings, and for three years served 
s productéilis chairman of the Medical Board of the Victoria Hospital, Black- 
it arising "Pol. As a chairman he excelled in putting the main issues clearly 


ad logically before a meeting, and none could equal him in the 





exact and accurate framing of a resolution. This facility with words 
will ‘be perpetuated in the by-laws and regulations of the Victoria 
Hospital, Blackpool, which were largely his work. His powers of 
debate, based on wide knowledge and experience, were of a high 
order. During the period of reorganization before and after the 
rebuilding of the Victoria Hospital on its present site in 1936, he 
took a leading part in promoting conditions which have since made 
possible the development of a full consultant service based on this 
hospital. His later interest was in the regional development of 
hospital services, and he worked hard and successfully for the 
recognition of the North-West Region of the British Hospitals 
Association. His professional reputation was built upon the con- 
sistently high quality of his work, this being fully recognized by 
his colleagues, who entrusted themselves and their families to his 
care with complete confidence that the best would be done for them. 
Motor-boat racing and yachting at Windermere were his principal 
recreations, and in these also he displayed his accustomed skill and 
thoroughness. During the year 1935 he had the honour of being 
elected Commodore of the Windermere .Motor-boat Club. He was 
a member of the British Medical Association for many years, and 
gave valued service to the local Executive Committee. . 
Y. BT. 


G. L. TAYLOR, M.D. Px.D., F.R.CP. 
We announce with much regret the untimely death of Dr. George 


-Lees Taylor. He was born in 1897, son of Albert Taylor, of 


Ashton-under-Lyne. After leaving the Manchester Grammar 
School he went to Manchester University, where he was a 
medical student of exceptional distinction. After qualifying he 
was. house-surgeon to Sir William Thorburn and house- 
physician to Dr. G. R. Murray. Following a period as obstetric 
house-surgeon to St. Mary’s Hospital, Manchester, Taylor went 
for a time into general practice. In 1929, however, he decided 
to devote himself to medical research and teaching, and for six 
years worked as John Lucas Walker Student under Prof. 
H. R. Dean in the Department of Pathology at Cambridge. 
In 1930 he took his M.D.Manc. and in 1932 the Ph.D. of 
Cambridge. In 1939 he was made a Member and in 1944 a 
Fellow of the Royal College of Physicians. 

In 1935, through the generosity of the Rockefeller Founda- 
tion, a unit devoted particularly to the study of blood groups 
in relation to human genetics was established in London. Taylor 
was well qualified to take charge of this work, though few 
could have foreseen then how brilliantly he would be able in 
the next few years to develop the subject. It was most fortunate 
that he was able to see this new enterprise through from 1935 
to 1939 in the Galton Laboratory at University College, London, 
and from the outbreak of war under the Medical Research 
Council at Cambridge. At Cambridge the unit undertook work 
of national importance for the Blood Transfusion Service. 

Taylor’s published work, which includes 41 papers of which 
he was author or part author, falls into two groups. In the 
work described in the first group of 10 papers, dealing chiefly 
with the precipitin reaction, he was collaborating closely with 
Dean and the two Adairs. These papers well illustrate Taylor’s 
immense thoroughness and pertinacity. In 1935 serological 
genetics had been rather neglected in this country. Not much 
had been done even on the spontaneous agglutinins of the OAB 
series, and few had any real experience of the M and N factors. 
It was clear that extension of knowledge of this field must be 
made if there was to be any progress in mapping out the human 
germ-plasm. Taylor set out to obtain the utmost reliability ip. 
the application of known tests ; to examine the distribution of 
blood groups in this country; and to lay a foundation for 
linkage studies by including blood group and other genetical 
data in pedigree collections of a number of rare anomalies such 
as acholuric jaundice and Huntington’s chorea. This pro- 
gramme required: that he should familiarize himself with the 
intricate methods of genetics and statistics. At the time 
R. A. Fisher was Galton Professor, and the department in which 
Taylor worked was in a good position to aid the development 
of these new interests. 

The rhesus factor, with which Taylor’s name will always be 
associated, was first reported in 1939. The matter was at first 
thought to be genetically simple, but soon found to be complex: 
the beginning of Rh work in England may be said to date from 
a letter in the Journal in which Taylor and Mollison appealed 
for specimens of blood from mothers of children suffering from 
erythroblastosis foetalis. Within a year Taylor had become 
known to hundreds of pathologists and practitioners in all parts 
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of the United Kingdom, and took endless trouble to explain 
to doctors and patients the significance of this fascinating blood- 
group factor. Within twenty months the Cambridge unit had 
discovered seven allelomorphs of the rhesus factor, and four 
distinct antibodies out of a now probable six. Almost simul- 
taneously Wiener discovered six of these allelomorphs and three 
of the antibodies, so independently confirming the work of 
Taylor and his colleagues. It is characteristic of Taylor’s 
generosity to the work of others that he did not hesitate to 
adopt Wiener’s notation for the allelomorphs known to both, 
though their existence had been separately demonstrated. 
No one who has worked with Taylor could fail to recog- 
nize his scrupulous attention to detail, and the extreme 
care he took not to use a single word that might be misleading. 
In leading articles and answers to “ Any Questions? ” in this 
Journal he gave willing and invaluable help in explaining to the 
medical profession the advances made in his own field of study. 
His helpfulness was unfailing, and his loss will be felt by a 
very wide circle of friends. To his widow and daughter our 
sympathy is extended. 


JOHN HOWELL, C.B.E., F.R.C.S. 

The death occurred at Cheltenham on March 4 of Mr. John 
Howell, leading surgeon in Gloucestershire, where he had. 
practised for nearly half a century. He went to Cheltenham as 
house-surgeon to the old Branch Dispensary, after qualifying at 
Guy’s, where he held the positions of house-surgeon and 
obstetrical resident, and he was soon appointed to the honorary 
surgical staff of the Cheltenham General Hospital. This 
appointment was a happy one for all concerned, as he threw 
himself, with all his dynamic force and clinical acumen, into 
its service. Becoming senior surgeon in 1913, he remained on 
the active staff of the hospital until he attained the age of 60, 
retiring so that the younger generation might have greater scope 
for work. He might have remained on, but he felt it was his 
duty to retire, though at that time he was at about his best as a 
surgeon and consultant. 

J. S. R. writes : 

What the Cheltenham General Hospital owes to him cannot be 
easily evaluated; sufficient to say that, by his dynamic personality 
and foresight, he devised the plan of getting the various members 
of the surgical staff to make themselves proficient in special branches 
of their work and be responsible for cases coming in their specialty. 
In retrospect, this plan has been of definite value to the patients, 
doctors, and to the staff of the hospital. A regular feature for 


which Mr. Howell was largely responsible was clinical lectures and . 


demonstrations by the members of the hospital staff each.summer : 
these were very popular, and were looked on as a refresher course 
by practitioners in the county, being very well attended. 

As a diagnostician John Howell was pre-eminent, and in 
abdominal surgery his “ peritoneal theory,” on which he was work- 
ing up to a short time before his death, made him something out 
of the ordinary in regard to prognosis. How he loved to examine 
the various vomits, which had to be carefully kept, with the exact 
time at which they were expelled, and then say, “ This patient will 
get better; this one is a borderline case; but this one, alas! will 
succumb.” Succeeding house-surgeons used to marvel at his uncanny 
instinct. He wrote for a number of medical publications, but in 
his long and busy life he had not the time to work out his theories 
as he would have wished. As a surgeon he was quick, fearless, and 
always had a feeling that the body would co-operate loyally with 
the surgeon. He was always anxious to try anything new, but was 
nevertheless critical in his appreciation. 

In the last war he was consulting surgeon to a. group of ‘military 
hospitals in this area, at which he gave invaluable service ; his cheer- 
ful personality and buoyancy gave courage and hope in the most 
desperate cases, and the award of the C.B.E. for these services in 
1919 was well merited and acclaimed... As a loyal member of the 
B.M.A. he acted as secretary of the Gloucestershire Branch for 
many years in his early days. He was a member of the Council, 
president of the Gloucestershire Branch in 1925, and vice-president 
1930-5. At all times he took the most active interest in its pro- 
ceedings, while in debate and discussions he was ever to the fore, 
as was to be expected of an ardent Welshman. As chairman of 
the Medical Services Subcommittee of the Gloucestershire County 
Council he did valuable work in the county, and was instrumental 
with the late Dr. Middleton Martin in introducing the scheme of 
“* out-stations,” whereby specialists made periodic visits to all parts 
cf the county. This scheme has worked well, and is still functioning 
after more than 20 years, and proving of value, especially in the 
war years. 

As a leading figure in the municipal life of Cheltenham for many 
years his ability and integrity were recognized when he was given 


to whom our deepest sympathy is extended. 















‘ ~~ E 
the unique honour of being appointed mayor for thr ote 
Spa Committee of the town council found in him ec The} with \ 
supporter, and’a few days before his death he was interested aa 
arrangements for a meeting of the British Spa Federation 7 
Cheltenham next month. As a crowning honour he was pei 
Freeman of Cheltenham a couple of years ago. ; 

Space does not permit more than a brief mention of his mam 
other activities: the Rotary Club, Chamber of Commerce 
Guidance Clinic (much indebted to him for financial hel x: 
difficult time), athletic clubs of which he was president. Tl thee 
owed much to him. He seemed to say to himself, “ Much has been | pessim 
done; much more remains to do.” Music and art found in “2 ee 
an ardent supporter. At the funeral service heartfelt tributes wen| friends 
paid by a congregation which filled the parish church of Cheltes | him— 
ham. _Six of his colleagues, representatives of the hospital ang i 
practitioners of the town and county, acted as bearers paying j; | 
this way some small token of affection to one who had dona | 
much for them. He leaves three sons (one of whom is Major John? serv 
Howell, R.A.M.C., at present serving in Italy) and one daughter, Westm 


the ch 


‘GEOFFREY W. CARTE,’ M.B., F.R.CS, ne 
We regret to announce that Mr. Geoffrey Williams Carte, bers of 


late surgeon to the throat and ear department of the Metro-| 0rganiZ 
politian Hospital and consulting laryngologist and aurist to the| The K 
Royal Navy, died in London on March 6, aged 60. PLord | 


Mr. W. DoucLas Harmer sends the following appreciation: | Mate 
The death of Geoffrey Carte leaves a gap a Snir a la headed 
circle of patients and friends. He was the son of Geoffrey the H 
Williams Carte, who was a musician and who was connected _ 
with the firm of Rudall Carte and Co., the makers of mug-| Minist 
cal instruments. He was a distant relative of the D’Oyley and the 
Carte family. Geoffrey was educated at Rugby and at Oxford, (Lord | 
Afterwards he entered St. Bartholomew’s Hospital, where hef >!" Wil 
was house-surgeon and later assistant in the throat department, Brown 
He was an M.B.Oxon and a Fellow of the Royal College of Stanley 
Surgeons. After leaving St. Bartholomew’s he had numerow|%! F ue 
appointments, including surgeon to the throat and ear depart- Nether! 
ment of the Metropolitan Hospital, the London Hospital, and|™" ° 
St. Andrew’s, Dollis Hill. In the last war he served with ‘the\ > 
Royal Navy and later_as consultant to the Admiralty. At the Milne, 
outbreak of the present war he became a member of the Home Denhar 
Guard and also devoted himself enthusiastically to A.RP.{ The 1 
duties, in which service he was mentioned. In addition to i hens 
hospital work he carried out a very busy practice—for. many of Cou 
years as assistant to Sir Milsom Rees, and after the latter's iw 
retirement continuing to treat a number of opera singers and of “se 
actors. From his father he inherited his love of music and|(Mr. Ea 
was a regular attendant at Covent Garden. He was a keen|ot Obst 
sportsman and spent his holidays shooting and fishing, and |Gordon 
had many hobbies, including gardening. He had many friends, |Admiral 
by whom he will be greatly missed. He ‘was a well-known] Ros 
and popular member of the Garrick Club, and also of the ee 1 
Set of Odd Volumes Club. He was twice married, and leaves|tqq 1 
a daughter who is at present serving in the W.A.A.F. Herbert 

STS 2 Ditector 

Dr. HucH MIDDLETON Eyres, formerly of Richmond, York-| Air For 
shire, died at Swale, near Keswick, on March 12. He was| Medical 
born -in London in 1871, and educated at the City of Londo by Nufi 
School, and, later at Gateshead High School. He then went¥the Min 
on to Edinburgh, graduating M.B., C.M. of the university in| Mayor 
1895, and completed his medical studies at Heidelberg | Council, 
Dr. Eyres was in general practice at Richmond from 18%] Medical 
until 1934, when he retired owing to ill-health. He had held) In add 
house appointments at the Royal Infirmary and the Royalj about se 
Maternity and Simpson Memorial Hospital, Edinburgh, and| represen 
at Richmond was honorary medical officer to the Victoria} Soci 
Hospital. He was appointed a borough magistrate, and during} and Hyg 
the-last war served as M.O. to the local Red Cross Hospital. ca 

With the death of Dr. PAUL NaTHan on Feb. 19 at the a&| Prevent 
of 51 passes one of the most outstanding of the doctors Wh} Medical 
came to us as a result of the terror in Germany. In that count} of 5 5 
he devoted himself to paediatrics, where for many years I} Hospital 
had a happy association with the famous Czerny. In privaltl London 
practice in the West End of Berlin he achieved a great POpl} the Briti 
larity, and this with his hospital work made his life a Ve} About 
busy and full one. At the height of a successful career ¥ Hospital 
was hard and poignant to give up, but his was not a nal The 
to tolerate pin-pricking and humiliation, and without hesil®§abinier, 
tion he left it all and became a medical student again iM WiLang reg 
country and qualified in, 1938. For six years he worked if physiciar 
London as a children’s specialist, and soon he was overwhelm benedict 
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pe k because with children he had amazing powers and 
om Th wired. the confidence of his little patients and consequently 
ed in th} their parents’ in quite a remarkable way. With British resi- 


ion a e also a complete British outlook, and he really 
aa loved “4 country. There was no looking over the shoulder 
de Paul Nathan save in one thing, and that was music, and 

his mam} at his delightful parties, where he and his wife made most 
ce, fect hosts, Brahms could be heard as nowhere else. His 
elp at g/attitude towards his illness—hypertension and angina pectoris— 
All thes! was also the kind that we admire: there was no fear, no 
has been | pessimism ; just a heroic and cheerful defiance of it all and a 
id in him| desire first of all to be at his work again among his little 
utes wer | friends and secondly to give happiness to those around 





: Chelten. him —A. D. W. 
pital and 
paying in SERVICE IN MEMORY OF LORD DAWSON 


| done ead | service in memory of Viscount Dawson of Penn was held in 
ss Westminster Abbey on March 20. The assembly which-filled 
a the choir and transepts was itself a significant tribute to his 
personality and work. It included many holding high positions 
in the nation, a very large and distinguished company of mem- 
bers of his own profession, and representatives of innumerable 
organizations with which he had been in some way connected. 
The King was represented by Lord Wigram, Queen Mary by 
bLord Claud Hamilton, and Princesses Helena Victoria and 
Marie Louise by Mrs. Adams. The family mourners were 
headed by Viscountess Dawson of Penn and her three daughters, 
the Hon. Mrs. David Dawson-Eccles, the Hon. Mrs. Tan 
Bowater, and the Hon. Mrs. John Wrightson. The Prime 
Minister and the Chancellor of the Exchequer were represented, 
and the members of the Government present were Lord Simon 
(Lord Chancellor), Mr. H. U. Willink (Minister of Health), 
ir William Jowitt (Minister of National Insurance), Mr. Ernest 
Brown (Chancellor of the Duchy of Lancaster), Col. Oliver 
: Stanley (Colonial Secretary), and Major Lloyd George (Minister 
ollege a of Fuel and Power). The Norwegian, the Argentine, and the 
wr Netherlands Ambassadors attended. The congregation included 
meric | many of Lord Dawson’s fellow members of the House of Lords 
pital, as —Viscounts Greenwood, Lee of Fareham, and Elibank, Lords 
| with ‘th Milne, Camrose, Kemsley, Leverhulme, Courtauld-Thompson, 
AA | Denham, and Hardinge of Penshurst. 


to A.RP| The members of the medical profession, wearing their academic 
ion to his /$°¥™s, were: headed by the President (Lord Moran) and members 
, of Council of the Royal College of Physicians, the Chairman 
‘for. many (Or. H. Guy Dain) and members of Council of the British Medical 
he latter’s|a..ociation, the President (Sir Alfred Webb-Johnson) and members 
ingers and|of Council of the Royal College of Surgeons, and the President 
music and|(Mr. Eardley Holland) and members of —— ng sp — 
as a keenlot Obstetricians ‘and Gynaecologists. Sir Henry Dale an r. 
shing, and|Gordon Holmes represented the Royal Society ; Surgeon Rear- 
ny friends, Admiral Gordon-Taylor was present with other representatives of 
1l-kn: Ythe Royal Society of Medicine; and the Vice-Chancellor (Prof. 
per ge | Frank Horton) with other members of the Court were present as 
Iso of ‘the representing the University of London. Others who attended were 
and leavé|tord Horder, Sir Kaye Le Fleming, Dr. C. O. Hawthorne, Sir 
: Herbert Eason, President of the General Medical Council, the 
Ditectors-General of the Medical Services of the Navy, Army, and 
ond, York- | Air Force, Dame Janet Campbell and other representatives of the 
_ He was | Medical Women’s Federation, Sir Farquhar Buzzard Tepresenting 
of London |the Nuffield Trust, Sir Wilson Jameson and Sir Francis Fraser of 
then went ¥the Ministry of Health, the High Commissioner of Canada, the 
riversity in| Mayor of Westminster, representatives of the London County 
Heidel Council, and the Deans of King’s College and Westminster Hospital 
Medical Schools. ; 
In addition to many others who attended in their personal capacity, 
the Royal|about seventy organizations apart from those already named’ were 
burgh, and|tepresented. These included the Medical Research Council, the 
ii} Society of Apothecaries, the Royal Society of Tropical Medicine 
and duringjand Hygiene, the Society of Medical Officers of Health, the Faculty 
Hospital. } of Radiologists, the British Dental Association, the Mount Vernon 
Hospital and Radium Institute, the National Association for the 
at the a8) Prevention of Tuberculosis the Ophthalmological Society, the Royal 
octors Wh] Medical Benevolent Fund, the British Red Cross Society and Order 
hat count] of S$. John, the Professional Classes Aid Council, King Edward's 
y_yeats I Hospital Fund for London, the Hospital Saving Association, the 
In priva®i London School of Economics, the Salters Company, the Pilgrims, 
great POPU} the British Social Hygiene Council, and the Trades Union Congress. 
e a Vey fae thirty representatives of the nursing staff of the London 
il career ital attended in a body. . 
ot a am service was conducted by the Dean (Rt. Rev. Paul de 
out hese Labilliere) and the other clergy of the Abbey, and Archbishop Lord 
gain im Miplang read the lesson, which was the passage beginning “ Honour a 
worked lfphysician” from the book of Ecclesiasticus, and pronounced the 
verwhelie tenediction. There was no address. The opening sentences of the 
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Burial Service were sung to the setting by John Merbecke. The 
fifteenth and a paraphrase of the twenty-third Psalm and the hymn, 
“ Jerusalem the golden,” were sung, and the choir gave the anthem, 
* I will lift up mine eyes unto the hills.” After prayers, one of 
which was for the brotherhood of the Most Honourable Order of 
the Bath, of which Lord Dawson was a Knight Commander, the 
whole congregation joined in the General Thanksgiving, after which 
the Nunc Dimittis was sung, and as the procession passed down the 
church to the west door the Requiem Aeternam, by Basii Harwood, 
was played on the organ. The flag of St. George flew at half-mast 
from one of the Abbey towers. 


. 


A service in memory of Sir Thomas Barlow was held on March 7 
in the chapel of the Hospital for Sick Children, Great Ormond 
Street, London. Sir Robert Hutchison, in an address in thankful 
remembrance of the life and work of Thomas Barlow, said that this 
simple service in the hospital to which he was so much devoted and 
where much of his work had been done was a form of family 
worship and recollection. ‘It is difficult to realize that it is 70 years 
since he whom we have in our thoughts to-day first joined this 
family, when he became assistant physician to the hospital, and that 
he served it faithfully thereafter for a period of 25 years; and perhaps 
my only claim to address you this afternoon is that I had the 
privilege of acting as his house-physician here almost half a century 
ago.” Copies of the address may be had from the secretary of the 
hospital. 








Medical Notes in Parliament 








Diphtheria Immunization 


Mr. WILLINK furnished on March 8 totals of children 
under 5 and between 5 and 15 immunized against diphtheria 
in England and Wales. Separate figures for the year 1941 were 
not available, and for the year 1944 complete figures were * 
not yet available beyond June 30. 


Year 5 to 15 
1940 and 1941 tL eee 1,818,030 
1942 a, 9,800 
1943 ¥e i ee 513,670 
1944 (first half) 173,220 


Mr. Willink added that the returns on which these figures 
were based did not include immunizations by doctors in private 
practice. 

Penicillin for Private Practice 


Sir E. GRAHAM-LITTLE on March 8 asked the Minister of 
Health to release some supply of penicillin for use in civilian 
medical practice as distinguished from hospital practice. 
Mr. WILLINK said arrangements were being made for a wider 
distribution of penicillin from upwards of 200 large hospitals 
throughout the country, which would be authorized to issue 
penicillin on request to smaller hospitals. It would in most 
cases be necessary for a patient requiring systematic treatment 
to be removed to hospital, but each distributing hospital would 
be authorized to issue penicillin to private practitioners for the 
treatment at home.or in a nursing home of suitable cases 
when removal to hospital was not practicable. 


Women Medical Students 


In replying on March 8 to Sir William Beveridge, Mr. BEVIN 
said that in consultation with Mr. Willink he was making 
arrangements whereby medical schools could provisionally con- 
sider applications from women of any age who wished to be 
admitted next October. Whether selected candidates would 
be permitted to begin their courses on that date must depend 
upon the national situation. Sir William, in his question, said 
that two of the three London medical schools were about to 
hold entrance examinations to select students for the first medi- 
cal course starting next October, but the successful candidates 
over the age of 19 could not be allotted vacancies without 
Mr. Bevin’s approval. 


Penicillin Supplies in Jamaica 


Sir E. GRAHAM-LITTLE reported that there was much dis- 
satisfaction in the medical profession in Jamaica at the limita- 
tion of supplies of penicillin, and that an expert advisory com- 
mittee appointed by the local branch of the B.M.A. was fully 
competent to ensure that all supplies reaching the Colony shall 
be used to the best medical advantage. Col. STANLEY said 
it was the case that there was dissatisfaction in Jamaica at the 
limitation of supplies of penicillin, but this was at least partly 
due to a misunderstanding as to the possibility of supply 
through normal commercial channels and as to the necessity 
for limitation of the supplies available for Colonial civil use. 
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It had now been possible to arrange for penicillin to be used 
in the Colonies subject only to the same restrictions as applied 
in this country. Government control of distribution was still 
necessary and was being exercised in Jamaica by a local com- 
mittee consisting of three Government medical officers and 
two private practitioners nominated by the local branch of the 
B.M.A. He hoped that with the fuller supplies available and 
greater understanding of the restrictions still necessary, the 
causes for local dissatisfaction had been removed. 


- Wartime Nurseries 


On March 9 Mr. MCNEIL opened a discussion on the future 
of wartime nurseries. He said 1,500 of these had been opened 
-in England. Mr. Willink had suggested that when women with 
young children were no longer needed for war work, the 
nurseries should be discontinued or handed over to local 
authorities for nursery schools. He advocated their continuance. 
The medical officer of Smethwick had pointed to the remark- 
able development of the average child in these nurseries. 
Miss HORSBRUGH replied that there was no question of closing 
wartime nurseries where these were attended. Where the nur- 
series were not attended and not required the order was that they 
should be closed. 


Health of Allied Soldiers on the Rhine 


In the House of Commons on March 13 Sir JAMES GRIGG 
introduced the Army Estimates. He quoted the opinion of 
Field Marshal Montgomery on the condition of the British 
Empire troops when the present offensive began in the 
Reichswald Forest area on Feb. 8. The Field Marshal said 
that they were in a very highly efficient state. The ranks 
were full, equipment was full scale, the sick rate was only 
1 per 1,000 a day evacuated to hospital, and the troops 
were in tremendous form and in great spirits. Speaking of 
the American troops in Great Britain before the invasion of 
the Continent, Sir JAMES GRIGG said that we provided them 
with hutted camps for 800,000 and hospitals containing nearly 
100,000 beds. In the coming months demands for food- 
stuffs for the liberated countries might become almost over- 
powering. The news from the areas of Holland still in 
German hands showed that the population were in desperate 
straits. In Germany there would be displaced persons by the 
million who would look to the armies for food. The com- 
bined resources of the Allies might be strained to the utmost 
to prevent hunger and, indeed, starvation, especially if our 
victory came before the new harvest was gathered. 

Dr. HaDEN GUEST paid a tribute to the magnificent spirit 
and high morale of the whole of the.2ist Army Group, and 
to the medical services, which he inspected in the early days 
of February. Tremendous progress had, he said, been made 
in ‘the medical service. The astonishingly small number of 
casualties and the high rate of recovery were a tribute to the 
efficiency of that service. The co-operation between the medi- 
cal service and the other services was so much closer and 
more intimate than in the past that it had completely changed 
the picture of the health conditions and the vitality and 
vigour of the. Army. The work of the hygiene services in 
giving all the troops a knowledge of how to keep completely 
fit had made an astonishing change in health and fitness. In 
the 2ist Army Group the louse and scabies were practically 
unknown. Trench foot, which was the bane of operations in 
Belgium and the Low Countries in the last war, for practical 
purposes simply did not occur in the British Armies. 


Medical and Pharmaceutical Equipment in R.A.M.C. 


Mr. LinsTEAD on March 15 opened the debate on thé report 
stage of the Army Estimates by drawing attention to the supply 
of medical and pharmaceutical equipment in the R.A.M.C. 
He said that, broadly, commissions in the R.A.M.C. were 
reserved for medical men. The result was that the greater 
part of the administration of the Corps was in the hands of 
medical officers under whom medical equipment and stores 
were dealt with by Army dispensers who practically never 
reached commissioned rank. In this war the Army had some 
800 pharmacists. Practically all were used as sergeant-dispensers 
and not as pharmacists. They had no real responsibility for 
organizing the medical stores as a whole. A number of medi- 
cal men in the R.A.M.C. were being used for medical supply 
administration, although there was a shortage of doctors both. 
in civil life and in the Army. Pharmacists called up from civil 
life were waiting six or nine months in the Queen Alexandra 
Hospital at Millbank or in Edinburgh or Leeds for posting 
as sergeant-dispensers. Weakness was also shown in equip- 
ment. There was nothing to indicate that the Army had 
improved its packing of drugs of surgical supplies since the 
last war. Drugs were supplied in paper bags to the Forces 


_ The number of pharmacists who were being commissioned 


MA 
abroad. Crystal violet for burns was supplied to th 3 
seas in 1-lb. and 2-lb. lots, which ‘ed 9 to be ina ‘ae 
quantities for the field ambulances. Ointments were sy pli 
in 10-lb. and 7-lb. quantities. He heard complaints th t 
type of hypodermic syringe used in the Army was fitted a 
loose pistons, that the graduations could not be read and tt 
the cement with which ‘the barrel was fixed to the n 

crumbled. He believed the War Office feared that if rs 
pharmacist was promoted to commissioned rank, the same woul 
have to be done for the radiographer and the physiotherapig 
The R.A.M.C. had to face the issue. Men who graduated 1 | 
universities as pharmacists now went into the infant ™ 
artillery rather than the R.A.M.C. In India a pharmacist’ wh 
was a lieutenant-colonel had taken charge of the pharmaceutic, 



















Temi 
D. 


ue | 


supplies. The United States had its Pharmacist Corps : 
Navy had a pharmaceutical service manned by pharmacigg MSM 
who, if they went abroad, were commissioned. The Ait” phy 


Ministry had recently commisisoned pharmacists as medicdt Wou? 
7 oe ‘“ , R.A.M. 
ir JAMES GRIGG, replying to the debate, said id nc 
think it true that there were no officer pharmacists ic te 
The organization for the supply of medical and surgical store 
was officered by quartermasters of the R.A.M.C. Most of thesh 
had the Army dispensers’ qualification. Many were pharmacists 


quartermasters had increased. Little complaint had been maj 
of the Army medical services in this war. They had sto 
up to 54 years of war in a manner beyond praise. He qd 
not agree that the Army required a separate pharmaceutics 
service, but he would examine that question in the light ¢ 
— which Mr. Linstead had furnished to the Wa 

ce. 


Treatment in South Africa of Tuberculous Service Patients 


On March 13 Sir E. GRAHAM-LITTLE asked the Ministet 
of Health whether, in view of the shortage of sanatoriunpn Eng 
accommodation and staff in this country, difficulties of die§ncreas 
and unsuitability of the British climate, and the fact that theggast wet 
was a British military sanatorium in Johannesburg with mompp by | 
than 1,500 beds, excluding outside convalescent institutions, hgast wee 
would reconsider present arrangements by which tuberculoygeached 
patients who had failed to respond to treatment were autoghis dis 
matically discharged from the Services, and encourage tubeghe outt 
culous Service patients in every stage to seek treatment igion figu 
South Africa. Sir JAMES GRIGG, who replied, said that theex 204. 
majority of tuberculosis cases among military patients in Indigtafford 
and the Middle East were evacuated to South Africa to thephire 10 
South African Military Hospital and convalescent depot unt The n 
cured or until they ceased to be infective. This procedu eek, a 
however, was restricted to those patients whose condition petbyonedc 
mitted of the lengthy sea voyage involved, and who wert) beh 
likely to respond to treatment within a reasonable time. Othe he 
tuberculous patients in the Army received tréatment in Armijha. mai 


or the 


maigal 


unds \ 


















hospitals, and, if found unlikely to be fit for further servic, Ww 
were discharged and became the responsibility of the Minist fare 8 
of Health. hire 32 
Increase in Dysentery in Scotland pO, Berk 

On March 13 Mr. Westwoop informed Mrs. HArpie tha ue. 


he was aware that there had been a sharp increase d aia: 
the war in the number of persons notified as suffering frompPi@emic 
dysentery in Scotland, although the number of certified deathy™ow: 
was stationary since 1941. Most cases were mild and involvei™ mlest 
only a few days’ incapacity. The increase began long befor] In Sec 
the war, and might be partly due to improved methods dmiphtheri 
diagnosis. During 1944 there was no recorded instance Off 
spread of the disease among the civilian population by foc 
milk, or water, although the possibility could not be ruled o 
Mrs. Harpre asked if Mr. Westwood was aware that 
disease was caused mainly by food-poisoning, and if the 


. emair h 
Bi, Falk: 
disea h 








was sufficient inspection of food supplies in Scotlaniih Unde 
Mr. Westwoop said that the medical officers of tiff the is 
Department of Health for Scotland were in close toudithough 
with the public health authorities, and the Department Wi), Eir 
watching the position very closely. Anaasles 
Discharge of Tuberculous Service Men ~ Sava 

On March 20 Mr. Driperc asked the Secretary of State fq |, Nor 





War why the new rule governing the discharge from the Fore 
of men disabled owing to war service did not apply to tho 
suffering from tuberculosis. Sir James Gricc: Most of t 
sanatoria in this country are run by the civilian authorities, 2 
Service patients are transferred there as soon as arrangememl 
can be made, so that they can receive the prolonged speci 
treatment they need. These sanatoria do not admit patients 
are in the Services, and they are, therefore, discharged bet 
admission. 
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the NO2ZZi4 temp. Surg. Lieut. G. A. Rawlins, R.N.V.R., has been awarded 
hat if th D.C. for gallantry and devotion to duty in the care and 
iothecal we of survivors on the Assault Beach at Walcheren. 

apis 
sdmatel | fepatriated.—Major B. B. Hosford, R.A.M.C. 
nfaniry of 
nacist wh 
rmaceuticz 


The Services 








—_——— 


CASUALTIES IN THE MEDICAL SERVICES 


orps. Thy Missing, wounded, believed to be prisoner of war.—Major R. A 

yharmacisif ,. phy, R.A.M.C. 

* bes! dic Wounded—War Subs. Capts. W. J. Cameron and A. L. Stalker, 
. ° 

he did no AUXILIARY R.A.M.C. FUNDS 

the Army 


gical store The annual general meeting’ of the members of the Auxiliary 
st of thes AM.C. Funds will be held at 11, Chandos Street, W., on Monday, 


harmacistipel 9, at 6 p.m., when the annual report and financial statement 
issioned aor the year 1944 will be presented and the officers and auditors 
been matéfor the current year elected. Alteration of the rules to permit the 
had stodhmsleamation of the Benevolent and Relief Branches of the 1916 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended March 10. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland: 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 


























1944 (Corresponding Week) 


@) | ®|©O|@|e 
9} 7 31| 5 
|—| 2 





1945 


© |@| © 
35, 7} 3 
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Disease 





(a) | (b) 
om 6 
1 





Cerebrospinal fever 
Deaths x 





Diphtheria ae os 472| 15) 147 28} 


624) 29| 143 
Deaths oe Mes 6} — | — — 12 _— 3 





Dysentery ay a 412) 67) 155 — 208 
Deaths e e 


23| 75 





Encephalitis 
acute 
Deaths 


lethargica, 








e. He dilyads will be considered. ; - 

maceuticd a 

1e light ¢ ' ; 

» the Wa Infective enteritis or 


EPIDEMIOLOGICAL NOTES 
Patients Discussion of Table 
e Ministet 


sanatoriumn England and Wales ‘the measles epidemic continues to 
ies of diggncrease in intensity, there being 2,569 more cases reported than 
| that themast week. Dysentery also continues prevalent, the total going 
with mompp by 13. Whooping-cough notifications were 40 higher than 
itutions, hgast week, but those for scarlet fever were 37 fewer. Measles 
uberculougeached a new high level; for three weeks the notifications of 
were autoghis disease have been larger than for any other period since 
rage tubeghe outbreak of war. The largest rises over last week’s notifica- 


eatment igion figures were : Yorks West Riding 381, Durham 248, Middle- 
id that th@ex 204, Essex 177, Gloucestershire 184, Glamorganshire 129, 
1ts in Indiptaffordshire 147, Somersetshire 136, Oxfordshire 133, Warwick- 
rica to thehire 108, Leicestershire 103. 


depot until The notifications of dysentery rose for the fourth consecutive 
proceduttheek and for the third time in the past six years the total 
dition Petxeeeds 400. Fresh outbreaks during the week occurred in 
who Welty. byshire 31 (Shardlow R.D. 27), and Northamptonshire 14 
me. Othtifowcester R.D. 12). The high level of incidence in London 
tape as maintained (67) ; the boroughs with the largest outbreaks 


1¢ Ministr arge centres of infection were Yorks West Riding 34, Lanca- 
hire 32, Buckinghamshire 28, Suffolk 23, Surrey 22, Middlesex 
D0, Berkshire 15, Oxfordshire 13, Essex 10. 


The outbreak of gastro-enteritis reported from Scotland last 


RD 4 r4 ° . 
a“ "t be ek appears to be spreading. Leeds has experienced a minor 
ering from?idemic of sickness and diarrhoea. The causative agent is 


ified deathpaknown, and the symptoms differ from the well-known forms - 


id involve" intestinal infection. . 
ong befor} In Scotland for the fifth consecutive week the incidence of 
nethods diphtheria rose slightly. There were 28 more cases of scarlet 
instance fever than last week but 15 fewer for measles and 26 fewer 
n by fooiffor whooping-cough. Notifications of dysentery fell by 10 but 
> ruled oulfemain high ; the largest returns were Edinburgh 39, Glasgow 
e that thi, Falkirk 17, Renfrew County 15. The prevalence of this 
id if the fisease has given rise to concern, and, replying to a question, 
Scotlanifihe Under-Secretary for Scotland said that there was no record 
rs Of tif the increase being due to infected food, milk, or water, 
lose tou@Bithough the possibility could not be ruled. out. - 


rtment Wl tn Eire diphtheria notifications fell by 25, but those for 
“Preasles rose by 18. Cases of whooping-cough were 43 fewer 
lan last week, and the total was the lowest since the beginning 


mber. 
tT In Northern Ireland last week’s low level of diphtheria notifi- 


ly to thompon® was not maintained, there being a rise of 21 cases. 
fost of ties notifications fell by 20. 
ona cn Week ending March 17 


ged speci’ The notifications of infectious diseases during the week in 

atients gland and Walés included: scarlet fever 1,621, whooping- 

rged veliough 1,527, diphtheria 558, measles 25,266, acute pneumonia 
16, Pinal fever 81, dysentery 428, paratyphoid 10, 
YPhoid 6, , : : 


ere Wandsworth 21, Kensington 13, Paddington 11. - Other - 
















































diarrhoea under 2 
years oe ap 
Deaths <a sy 6 


Measles* e a 1072 
Deaths er 24° 








Ophthalmia neonatorum ; 
aths =< 





Paratyphoid tever 
Deaths 





Pneumonia, influenzalt 
Deaths (from influ- 
enza) ; ap 





Pneumonia, primary 
Deaths ~ 





Polio-encephalitis, acute 
Deaths até oe 





Poliomyelitis, acute 
Deaths 12 





Puerperal fever .. 
Deaths a 





Puerperal pyrexiat 
Deaths be 





Relapsing fever 
Deaths a 





Scarlet fever 
Deaths 





Smallpox 
Deaths 





Typhoid fever .. 
Deaths % 





Typhus fever 
Deaths 





Whooping-cough 

Deaths ae 

Deaths (0-1 year) 
Infant mortality rate 
(per 1,000 live births) 


Deaths ( 
births) oe 
Annual death rate (per 
1,000 persons living) 


Live births ae AY 938 
Annual rate per 1,000 
persons living i 














excluding still- 








Stillbirths eae 30 30, 40 
Rate per 1,000 total 
births (including 


stillborn) 35 39 



































* Measles and whooping-cough are rot notifiable in Scotland, and the returns 
are therefore an approximation only. 

¢ Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

t Includes puerperal fever for England and Wales and Eire. 

§ Owing to evacuation schemes and other movements of population, birth 
and death rates for Northern Ireland are no longer available. 
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There have been two nominations for the Scottish Universities 
Parliamentary by-election caused by the resignation of Mr. G. A. 
Morrison. They are Sir John Boyd Orr, M.D., F.R.S., standing 
as an Independent, and Mr. R. M. Munro (Lib. Nat.), a secondary 
school headmaster. Polling will take place from April 9 to 13, 
and the result should be declared on April 14. 

A meeting of the Society of Public Analysts and Other Analytical 
Chemists will be held at 5 p.m. on Wednesday, April 4, at the 
Chemical Society’s Rooms, Burlington House, Piccadilly, W., when 
papers will be presented and discussed on the freezing-point of sour 
milk, the electrometric determination of ascorbic acid, and on 
magnetic stirring in the electro-deposition of metals. 

At a meeting of the Faculty of Homoeopathy on Thursday, 
April 5, at the London Homoeopathic Hospital, Great Ormond 
Street, Dr. E. K. Ledermann will lecture on ‘‘ Homoeopathy and 
Natural Therapeutics.” 

The Chadwick Trust announces a lecture by Mr. A. Trystan 
Edwards, F.R.I.B.A., on “ Sunlight and Sanitation in Relation to 
the Planning of Buildings,” to be given on Tuesday, April 10, at 
2.30 p.m., at the Royal Sanitary Institute, 90, Buckingham Palace 
Road, S.W. 

The Royal Sanitary Institute (90, Buckingham Palace Road, S.W.) 
announces the following meetings: at the Institute, Wednesday, 
April 11, at 2.30 p.m., Prof. S. P. Bedson, F.R.S., “‘ Virus Diseases, 
the Mode of their Spread and Control”; at Loughborough, Satur- 
day, April 14, at 10.30 a.m., Mr. W. Granger, ‘‘ Rural Water Sup- 
plies—Ideals and Practical Possibilities,” and Mr. H. Bintcliffe, ‘‘ The 
Sanitary Inspector’s Views on the Past and Future”; at the Insti- 
tute, Wednesday, April 25, at 3.30 p.m., Mr. H. D. Manning, 
* Design and Construction of Sewage Disposal Works for Wartime 
Establishments.” 

The annual meeting of the Liverpool Psychiatric Clinic will be 
held at Liverpool Town Hall on Thursday, April 12, at 3 p.m., when 
Dr. C. H. Rogerson will speak on “ The Place of Psychiatry in the 
Health Services of the Future.” 

The Marriage Guidance Council, whose aims and work were 
described in the Journal of March 17 (p. 377), will hold a spring 
meeting on Tuesday, April 24, at 6 p.m. in the Hastings Hall of 
B.M.A. House, with Lord Horder in the chair. The speakers will 
be Mrs. R. A. Butler (wife of the Minister of Education), and 
Dr. Charles Hill, Secretary of the British Medical Association. The 
title of the meeting is ‘‘Our Homes.” Accommodation is limited, 
and admission is by ticket only (2s. each). They should be applied 
for in good time, from the Secretary, 78, Duke Street, London, 
W.1 (Mayfair 6787). 

The Biochemical .Society and the Nutrition Society have arranged 
a joint whole-day conference on the vitamin B complex, to be held 


on Saturday, April 28, at the London School of Hygiene and Tropical - 


Medicine, Keppel Street, London, W.C.1. Details of the programme 
will be published later. The Nutrition Society is also organizing a 
discussion on the nutritional factors affecting wound healing, to take 
place on Saturday, May 26, at the same address. 

To mark the 132nd anniversary of David Livingstone’s birth, a 
wreath was placed on the memorial to him in East Princes Street 
Gardens, Edinburgh, on March 19. Dr.+J. W. Arthur said that 
David Livingstone’s name would remain fresh throughout all time 
as a great Scotsman and as an explorer who benefited the world by 
his discoveries. 

The following members of the medical profession were elected 
Fellows of the Royal Society of Edinburgh on March 5: Robert 
Aitken, M.D., F.R.C.P.Ed., Prof. C. H. Browning, M.D., F.R.S., 
Prof. Archibald Durward, M.D., Abdul Ghaffar, M.B., Ph.D., John 
Jardine, O.B.E., M.D., F.R.C.S.Ed., D. D. Logan, D.S.O., M.D., 
and Robert Walmsley, M.D. 

The Council of the Royal Society of Medicine a few months 
ago decided to extend the visitors’ privileges which could be enjoyed 
in the Library. Hitherto it had only been found possible to allow 
a visitor into the: Library for seven visits. Circumstances having 
now changed the Council has made the library of the Society 
virtually an “ open” one, at least for an experimental period of 
six months. This period is now running and appears to be very 
successful. A room is set apart on the second floor for the 
exclusive use of visitors, with a member of staff in attendance who 
brings the books and documents of which they are in need. In 
this way_the work of the main library is not disturbed, and those 
who need the help of the Library occasionally without becoming 
Fellows of the Society are enabled to have this assistance. The 
experimental period for which this room is open comes to an end 
at the beginning of June, when results will be reported to the 
committee so that the scheme may be altered in whatever way .is 
indicated by experience. 
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ANY QUESTIONS ? the new 
Q : * indicatio 
of 
Cancer not Contagious ig 
Q.—A woman who has children wishes to live with a patie %h te 
suffering from inoperable ulcerating carcinoma of the cervix q child, if 
vaginal wall, but is anxious about possible danger to the present of patibility 
future health of her children. Should they live in the same house} incompl 
A.—Cancer is non-contagious. Even those tumours which vee 
known to be caused by a virus do not spread. For example, 1 the baby 
chicken suffering from a virus sarcoma can be kept in a pen wit fie a8 
normal chickens, and the normal chickens never contract sarcoma ie in 
The non-contagiousness of the disease is even stricter than this; the resul 
although virus can at times be obtained from the blood of chicker ig wante 
infection of normal cells does not occur within the body of th the mot? 
animal suffering from sarcoma. There is no reliable evidence th; bi carrie 
human or mammalian cancer in general is caused by a virus, and 
certainly no evidence that the disease is contagious. Every sound 
investigation of the so-called cancer houses or cancer villages hi 
proved that the apparent increased amount of cancer is either nj Q—Is 
true or if true is explained by an excess of old people in the comdone, fc 
munity. It can be said that cancer is no more contagious thay paby? 
broken legs. Therefore it is safe to advise that the children wil , _j, 
come to no harm now or in the future if they are taken to live in)“ 
every ca 
the same house as the unfortunate lady. in itself 
R Many w 
Calcification in Supraspinatus Tendon factor .W 


Q.—What: treatment do you advise for a painful shoulder ducinfertilit 
apparently to a small area of calcification in the supraspina 
muscle, as shown by x rays? If x-ray treatment is advised, what is\successft 


ful? Are there any articles of diet to be avoided ? 


A.—Pain in the shoulder associated with skiagraphic evidence 
calcification in the tendon of the supraspinatus is a well-recogniz Mier 
condition, and was first described by the American surgeon, Codman, hae 
There is now no doubt that the essential lesion is damage to the 
tendon, which may be the result of injury but occurs not inf. 
quently in its absence. Apparently the tendon of the supraspinaty 
(like that of extensor pollicis, longus) may degenerate with advancing 
years simply as a result of the trauma of normal use. The calcifia- 
tion is secondary. The exact cause of the pain and stiffness isa 
little obscure, but it seems likely that the calcareous deposit pr- 
duces a subacromial bursitis; excision of the calcified area 
relieves the pain, though some weakness of abduction may remall/ when w, 
as a result of the poor condition of the supraspinatus tendon. It 
has recently been found that the deposit can be broken up and to 
some extent washed out by irrigation of the calcareous mass through eesthes 
one medium-bore aspirating needle, and by suction through another ies et 
slightly larger needle introduced alongside the first. In order to It “ang 
render the procedure more or less painless it has been customaly with * 
first to inject novocain, esis | 










Then it. was discovered that the novocall 
injection alone often gave complete and lasting relief, even thougl Ielient’ 
subsequent radiographic examination showed little or no change oe $ 
the appearance of the deposit. Why this should happen has m0 on 
been satisfactorily explained. k 

The treatment should therefore be: (1) Widespread novocall 
injection (0.5% with 1/200,000 adrenaline) of the superior capsul Q—In 
of the shoulder-joint. If the pain is completely relieyed the p Neat ligature 
must move the joint through the fullest possible range during Miyi17,, 
two hours following the injection, and at regular intervals aN operation 
three times a day—for one week after. (2) If novocain iyecti¢ 
fails, irrigation and aspiration may be tried: the solution as . 
efter-treatment the same. (3) As a last resort the tendon shou On 
be éxplored through the standard anterior incision. Be 

The writer has no experience of x-ray treatment for calcifical 
of the supraspinatus tendon; massage is not indicated ; and t 
is no indication for dietetic restrictions. 
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Haemorrhagic Disease, of the Newborn 


wers Q—A patient has had two female children. The first is stated 

- te have had marked icterus after birth but has developed into a 

healthy girl of 6. The second child appeared normal at birth, but 

lressed to Tek when ten days old developed signs of haemorrhage, haematemesis, 

TOCK Sgu melaena, from which it died. The patient is expecting a third 

orward , Would vitamin K given to the mother at the end of preg- 

Journal all ygncy and to the child soon after birth be advisable? Is it 

g le that the Rhesus factor is at work in*this case, and if so, 

what can be done about it? Both parents are healthy and there is 
no history of any familial disease. . 


A.—This history is not highly suggestive of trouble arising from 
n. to § pmipRh incompatibility and the data are not sufficient to establish the 
, London, is. In a first child jaundice terminating in complete recovery 
TARY of tig more likely to be physiological icterus than icterus gravis; when 
era Westcend es children are affected hydrops foetalis is more probable. The 
child had chiefly haemorrhagic manifestations, and although 
j0 days after birth is late for the onset of haemorrhagic disease of 
the newborn, this seems the most probable diagnosis and is an 
indication for administration of vitamin K to the mother at the end 
of pregnancy. Since vitamin K rapidly passes into the foetus in 
wero, further administration after birth is unlikely to be needed. 
h a patie Rh tests should be carried out on mother, father, and surviving 
cervix gqythild, if possible with determination of genotypes. If Rh incom- 
e present of patibility exists, and especially if there is anti-Rh agglutinin or its 
ame hous) incomplete form in the mother’s serum, arrangements should be 
' hi made to examine the infant’s blood immediately after birth; if 
Which ay haemolytic disease is shown by the presence of erythroblastosis, etc., 
example, i} ‘he baby should at once be transfused with blood of the same Rh 
& pen Will iype as the mother. Transfusion of blood is the only remedy of 
“then value in Rh cases, but the choice of what kind to give depends on 
of chi rr the results of tests on the mother’s blood, not on the baby’s, as what 
ody of F is wanted is blood that will not be harmed by whatever antibody 
‘id the mother may have transmitted to the child. The tests can usually 
ene til be carried out by the Regional Transfusion Officer. 








1 
ivery sound 

villages h Age and Caesarean Section 

s either moj Q—Is age an indication for Caesarean section? Should it be 
in the comdone, for example, in a healthy woman aged 42 having her first 
agious than} aby ? 


apes : A—It would be unwise to attempt to lay down a rule to cover 
every case, but in general it can be stated that the age of a patient 
in itself does not constitute an indication for Caesarean section. 
Many women aged 40 and over have rapid and easy deliveries. The 
factor which is more important than age is the number of years of 
houlder duainfertility which have preceded the pregnancy. Thus, if a woman 
ipraspinatus\0i 42 has been trying to conceive for 10 years before she was 
sed, what is\successful, then the prospects of a difficult labour (mainly due to 
ement help-/{aulty uterine action) are considerable. Moreover, she will have 
_ jlittle chance of conceiving again. If, however, the woman married 
evideaus Jate and conceived readily then an easy labour is to be expected. 
1-recogniad!/" #tY case there is much to be said for a trial of labour, with a 
n, lower-segment section if progress is not satisfactory, rather than a 
nage to the st operation before the onset of labour. 
; not fete. The presence of any abnormality alters the picture, and conditions 
spraspinatis sich as breech presentation, inertia, etc., which in younger women 
h advan’ would be treated conservatively, are often best dealt with by 


te califce| “*sarean section when the patient is an elderly primigravida. 
tiffness is a 
Jeposit pro- Anaesthetic for Quinsy Excision 


ca generally Q.—What is the best anaesthetic to use for the incision of a quinsy 


per when working single-handed ? 
up and to) 4—This depends on whether there is any respiratory obstruction, 


‘ass through| from oedema of the glottis, or not. The management of 
ugh another) M#esthesia in the former case is dealt with in Macintosh* and 
in order to Bannister’s Essentials of General Anaesthesia (Blackwell), page 268. 
If there is no obstruction the practitioner could give the anaesthetic 
1e novocail with which he is most familiar. Loss of laryngeal reflexes from 
ven thoug}aine or deep general anaesthesia should be avoided, and the 
) change patient’s head should be well extended to ensure that blood and 
en has no} do not enter the larynx. 
































d novocail Reversing Operation for Vasoligature 










me: i Qin reference to the question and answer on. bilateral vaso- 
during 1 ligature in the JOURNAL of Feb. 24 (p. 283) is there any risk of 
ervals—t8l taticular atrophy? If there is not, is it possible by subsequent 
‘a injecti9 operation to restore the channels of the vas deferens and so fertility ? 


. as before]. A—There is no risk of testicular atrophy provided the vasoligature 
don shou i skilfully done, since it does not affect the testicle’s blood supply. 
vl one occasion I have been asked to restore the patency of vasa 
eviously ligatured. As spermatozoa reappeared in the semen, but 
small quantities, it may be assumed that the operation was 
lecessful—at any rate, on one side. Bilateral vasoligature should, 






calcificat 
; and the 










however, be regarded as being an irreversible operation, because a 
successful reunion of the divided ducts cannot be guaranteed. 


Transfusion 


Q.—There are two schools of thought in intravenous therapy: those 
who never give more than 3 litres in 24 hours, and those who give 
it to replace fluid loss and judge the amount by urine output and 
chloride content, etc. May I have advice? 


A.—The rate at which fluid is administered by the intravenous 
route must depend upon the reason for which it is given. Follow- 
ing traumatic injury fluid must often be given very rapidly, perhaps 
one litre in half an hour, followed at a somewhat slower rate by 
further large quantities of fluid. Factors controlling the rate of 
administration are the degrees of injury, the blood pressure, pulse, 
and general condition of the patient. The object should be to keep 
and maintain the blood pressure above 100 mm. of Hg. The amount 
given in any case. can be decided only by the medical officer in 
charge. No rules for dosage can be given. In the case of a patient 
who is dehydrated and requires fluid, it is usual to administer it at 
a Slower rate; 3 litres in 24 hours for this purpose is probably 
reasonable. 

Yaws and Wassermann Reaction 


Q.—I see numerous Javanese, Goanese, and British Indian seamen 
who are walking pathological museums. I begin with a worm-killer 
ot chenopodium and tetrachloride. The rate of positive Wasser- 
manns is about 35%. Occasionally there are tissue-paper scars on 
the legs which may have been yaws or the common tropical ulcers, 
but several have positive Wassermann reactions in their cerebrospinal 
fluid. The history of V.D. and yaws is most variable. But, as we 
found 2% rate of positive Wassermanns in European sailors who 
have never seen any clinical signs, the problem is one of interpreta- 
tion. What treatment, if any, should be instituted considering the 
terms of their contract with the shipping companies ? 


A.—A combination of 1 c.cm. ol. chénopodii and 2 c.cm. carbon 
tetrachloride in an ounce of liquid paraffin, followed in one hour 
by a sharp saline purge, has proved reasonably safe, effective, and 
convenient in the routine treatment of intestinal helminthiasis among 
pative populations. Yaws, unless treated efficiently, does not retro- 
gress or vanish, but becomes chronic and intractable. If untreated 
it would therefore be clinically obvious for the remainder of the 
patient’s life. Healed scars on the legs of native peoples are 
common and are usually due to trauma and to secondary infections « 
of various kinds; in the absence of a history of yaws, which the 
native knows well, and of early specific and effective treatment of the 
condition, such scars cannot be attributed to past yaws. A positive 
blood Wassermann reaction in a patient without active lesions of 
yaws must therefore be taken as indicative of a syphilitic infection. 
Yaws does not attack the central nervous system; and examination 
of the cerebrospinal fluid from many cases of yaws shows almost 
all of them to be Wassermann-negative. So a positive Wassermann 
reaction in the cerebrospinal fluid is presumptively of syphilitic 
origin. It is established that tertiary syphilis, with cerebrospinal 
fluid changes, does develop in men who have no recollection of either 
primary or secondary manifestations of the infection. 


Barrier Creams and Detergents 


Q.—Can you recommend (a) a suitable barrier cream, and (b) a 
suitable detergent for a man liable to attacks of lubricating-oil 
dermatitis (ordinary heavy greenish oil). Can these preparations be 
made up easily by a pharmacist? If not, who would supply them? 


A.—(a) There are a number of barrier preparations which would 
be suitable for protection against cutting oils: further information 
could be obtained from H.M. Senior Medical Inspector of Factories, 
12, St. James’s Square, London, S.W.1. Barrier creams are not easy 
to dispense, but some manufacturing chemists have had considerable 
experience in preparing barrier creams, the detailed formulae for 
which are not generally revealed. (5) A cleansing agent for those 
working with oils is sulphonated castor oil with 5% industrial 
methylated spirit and 2% wetting agent. Wholesale chemists should 
be able to supply this. Special care, depending on circumstances, is 
indicated for those who have had previous dermatitis, but in general 
terms washing with soap and water should follow the use of deter- 
gents. A skin food may be useful after work. 


Death from Varicose Vein Injections ° 


Q.—I have heard it said that people have died during the injection 
treatment of varicose’ veins. Is this true? 


A.—Yes, a number of deaths have been reported after the injec- 
tion of varicose veins, particularly after the injection of sodium 
morrhuate. This preparation is a variable chemical composition and 
does cause anaphylactic shocks from time to time, varying in degree 
from slight to fatal. I have heard of no deaths occurring after the 
use of quinine urethane or after ethamolin; but obviously, if exces- 
sive doses are used, even these substances would prove toxic. 
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INCOME TAX 


Expenses while Serving in the Forces 


T. A. has held various administrative posts in the R.A.M.C. since 
the outbreak of war. Can he claim an allowartce for expenditure 
on new editions of textbooks and subscriptions to the R.A.M.C. 
Journal? 


*," The expenses cannot be deducted from R.A.M.C. pay, as they 
are not required by the War Office to be incurred. We consider, 
however, that they may properly be claimed as deductions from 
any income that may be accruing from his civil practice. — 


Succession to Whole of Practice 


J. W. was a third partner in a practice until his father died in 
November, 1943, when he became the sole proprietor. He is being 
charged tax for the year to April 5, 1945, on the full amount of the 
profits of the practice in 1943. Is this correct? 


*,” Yes. It is necessary to remember that an assessment is-based 
upon the profits for the previous year of the business or practice, 
and the assessment so calculated is then divided between those 
entitled to participate in the profits of the year of assessment. Thus 
the assessment for 1944-5 in this case is based on the profits of the 
practice in 1943-4, and as J. W. is the sole proprietor for 1944-5 he 
has to shoulder liability for the tax on those profits. If any other 
view were taken presumably his father’s estate would have to account 
for tax on’ 2/3rds of the assessment—and at standard rate. If the 
amount of the profits (after payment of an assistant’s salary, if any) 
for 1944 is less than the amount for 1943 J. W. can apply for an 
adjustment accordingly. 


The “ Employer’s ” Car 


J. C. was employed up to. June, 1942, as an assistant supplying 
his own car; he then moved to another town, sold his car for £25, 
and was working for anothér principal who found a car for his use. 
He has now become a partner in the practice but continues to use 
his “‘ employer’s ” car. Can he claim any allowance for the loss on 
the old car (£50 written down value less £25 cash received) if he 
buys a car for, say, £200? 


*," In view of the change in the nature of the income and of the 
interval of time since the former car was disposed of we doubt 
. whether our correspondent has a valid claim in law, and in any 
case any element of improvement as between the two cars would 
have to be excluded. Further, if a claim to regard the new car 
as a renewal of the car is made, then no claim for depreciation can 
be made for the year following that in which the renewal expense 
is deducted. If a renewal claim is not made depreciation should be 
claimed specifically as from the date of purchase of the new car. 


LETTERS, NOTES, ETC. 


The Albino and the Swallow 


Dr. K. SHALLCROSs DICKINSON writes: I don’t know anything 
about the Acharnians (Aristophanes), but I do know (as Cmdr. 
Campbell might say) that when I was a boy at Chester, somewhere 
about 1906, a missionary thrilled us all, during a talk of his 
experiences, by showing us how he had had to learn to drink 
a ceremonial beaker with the headman of certain tribes (African, I 
think) at a single draught and without “‘ moving his swallow ” 
(sée B.M.J., Feb. 3, p. 174). He took a half-pint tumbler of water, 
put his head well back, and poured it down his throat exactly as 
though he were pouring it down a drain. Many times since then 
have I thrown back my head, and imagined that I have opened the 
way to my. gullet and closed my trachea, but not yet have I had the 
courage to see whether much less than a-tumblerful of liquid would 
“go the right way” without swallowing. Perhaps someone with 
more courage will try it out? 


*," In the Pyrenees it is the customary way of drinking wine from 
a gourd.—Ep., B.M.J 


Phlebitis Migrans 


Dr. J. E. O’LOGHLEN (London, W.1) writes: I have always under- 
stood that phlebitis migrans (see Journal, Feb. 3, p. 171) was 
associated with sepsis and occurred in veins that are not varicose. 
The veins affected are the superficial veins of the arms and legs, and 
sometimes the condition extends to the skin of the abdomen, where 
it appears as plaques and cords about 3 or 4 in. long. The 
inflammation remains for two or three weeks, and then regresses to 
recur later. The deep veins are not affected. Sepsis is always present 
—teeth, tonsils, etc. No bacteria have been isolated in the affected 
veins—suppuration does not occur. Fever is always present, and 
often there are initial rigors. The temperature usually subsides in 
24 hours. The points of infection are very sensitive on pressure 
and are at first bright red in colour. The disease is not associated 
with disturbance of circulation. The inflammation spreads from 


without in, and it is only when the intima is affected that thrombos 
occurs. “It is thought to be a toxicosis—the toxin déveloping fro 
some septic focus and accumulating in the skin. Treatment consi 
in removing the septic focus—often difficult to locate. Excelle 
results have been obtained with x rays to the spleen—applied on ¢ 
successive days—twice on the back, twice on the front, and twj 
on the left side. 


Recurrent Phlebitis 


Mr. J. T. Epwarps, M.R.C.V.S. (Wilmslow) writes: Referring § 
Dr. A. J. Colby Tingey’s letter (Feb. 17, p. 246), should not 
blains be added as a source of infection leading to phlebitis? | 
recently affected with phlebitig during the sloughing stage of seve 
chilblains on two toes of the foot of the same side. Attempts to fin 
a septic focus in teeth and elsewhere all failed. 


Treatment of Chronic Malaria 


Major C. M. Ricsy, R.A.M.C., writes: I was very interested 
Prof. D. B. Blacklock’s letter (Nov. 18, 1944, p. 67) on the tres 
ment of chronic malaria. During the last war I was in India and4 
patient of mine contracted a double infection of benign and malignar 
malaria. I tried every form of treatment—quinine by mouth, intra 
muscularly, and intravenously, and even a “‘ quack” remedy adver 
tised in the local Indian paper—but all without permanent remova 
of the parasites from the blood. Fortunately at that time I saw j 
the Medical Annual, 1917, an excerpt from an article by G. W. B 
Dennys in the Indian Medical Gazette (July, 1916, p. 242), advo 
cating the following: 


B Ferri et ammon. cit. .. 
Quin. sulph. .. gr. j 
Acid. arsen. .. gr. 1/60 


One dose a day was taken after food, gradually working up to fou 
if possible, and continuing, if necessary, for two to three months 
The patient referred to had no recurrence of malaria after a coury 
of this treatment, and I have since recommended it to patients wh 
have suffered from chronic malaria, with considerablesuccess. 


gr. iij 


The Examiner’s Attitude 


Mr. H. I. Deircu, M.S., F.R.C.S., writes from Halifax Gene 
Hospital: In his letter (March 3) on ovariotomy or Caesarean see- 
tion Prof. S. J. Cameron raised a more important point than th 
of the slight difference of opinion as to two opposing lines of prac 
tice—i.e., the attitude taken by examiners for higher degrees, a 
particularly diplomas—and examinees are badly prejudiced whe 
advocate what is sound practice but which may not be the pe 
method or theory of the examiner. A friend recently sitting fe 
the M.R.C.O.G. was asked in one viva whether he would 
Kjelland’s forceps. He stated he would not for various reaso 
and that he was able to obtain equally good results by usi 
orthodox forceps, which was his own practice. The examiner di¢ 
agreed and was unnecessarily rude into the bargain. At the nel 
examination the same question was asked by a different examinef 
and my friend, hoping that he had profited by what he had hear 
on the previous occasion, gave the answer accordingly. This tims 
unfortunately, the examiner did not approve of Kjelland’s forcepy 
and he, too, was unnecessarily astringent in his remarks. Behaviol 
such as this discredits the examination and leaves a bad taste behind; 
it also explodes the myth that the examiners are “ eminent author 
ties.” When I sat for the English Fellowship in 1927 I was warned 
not to mention plaster-of-Paris in the treatment of fractures, as th 
in itself was sufficient to justify failure at the hands of the maij 
elderly gentlemen then examining. F 


Case of Peritoneal and Pleural Effusion 


Dr. E. Montuscni (Sidcup) writes: The case of polyserositi 
described (Journal, Feb. 17, p. 245) cannot be due to constrictiy 
pericarditis, neither to any other steadily progressive disease.. By ff 
the most common cause of the condition, and the most likely 
the case described, is a tuberculous infection. It is to be hog 
that the questioner has not hastened to submit his patient tot 
ordeal of oesophagoscopy, barium meals, and other irrelevant @ 
unnecessary procedures suggested by your answerer. A consultatid 
with the tuberculosis officer is instead indicated. ; 


Medical. Aphorisms 


Dr. T. Lionet CRAWHALL, Watlington, Oxford, is _ collect 
medical, surgical, and gynaecological aphorisms with their sour 
and would be grateful to any colleagues for help in this project.” 


*,* The only collections we know of, apart from the classi 
Aphorisms of Hippocratés, are Dr. Samuel Gee’s Medical un 
and Aphorisms, of which the fourth edition appeared in 1915, # 
Dr. J. A. Lindsay’s Medical Axioms, Aphorisms and Clini 
Memoranda, published in 1923. Dr. Gee’s aphorisms were @ 
down by one of his house-physicians, who is now Lord Horde 





